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Executive Summary QIO01, Element B, Factorsal

Magellan Healthcare in Louisiana (Magellan) is the delegated Coordinated System of Care (CSoC) Contractor for
the Louisiana Department of Health (LDH). The CSoC Unit conducts an annual evaluation of its Quality
Improvement Program to: evaluate outcomesyimv effectiveness, assess goal achievement, evaluate the
deployment of resources, document and trend input from advisory groups including youth, family members and
other stakeholders, and identify opportunities for improvement in the ongoing provisigafef highquality

care and service to member3.he evaluation coversfally integratedquality program that includes recovery

and resiliencyfocused clinical and medical integration programs. This report summarizes the evaluation findings
for the CSoC fit data from 01/01/2019 through 12/31/2019n addition, this report assesses progress towards
GKS 32Ff&8 IyR LINA2NAGAT SR 202800A0S8Sa aSi F2NIK Ay
description, work plan, and program evaluation. Throtlghdiligent work and dedication of Magellan staff,

CSoC continues to achieve its mission on improving the lives of Louisiana families in both spirit and practice.

Key Accomplishments

Key accomplishments in 2019 identified as a result of the developmehisoévaluation include:

Over 95% members reported they are receiving services in the type, amount, duration, and frequency specified in their
POC in all 12 months of 2019.

Youth and families were effectively connected to quality healthcare providetis 95.9% of members responding
positively when asked if their child has access to quality healthcare.

Surpassed goals for telephonic accessibility indicators in 2019, with a call abandonment rate of only 1.25%, and an
average speed to answer (ASA) ofg7skconds.

Met geographic density standards for all provider types, including psychiatrists and other behavioral health physicians.

Ensured members had availability to desired providers, as evidenced by 95.9% of members (n=410) reporting they
were happy \ith the choice of healthcare providers they had through Magellan.

Assisted youth and families in accessing crucial urgent care, with 94.4% of members (n=409) reporting their child is able
to access urgent treatment as soon as it is needed.

Achieved 97.6%J2 3 A G A @S NBalLlRyasSa AYyRAOFGAYy3I GKIG al 3StftlyQa KS
needs of the youth and families served.
Maintained 5% or less of members requiring inpatient hospitalization each quarter since 2018.

Implemented a custmized Plan of Care Review Tool to provide-tima¢ oversight and feedback to treatment teams;
thus, expanding the scope and scale by which Plans of Care can be monitor and improved.

ExceedAed the Utilizatiop Managenlent 'Eimeliness svtandardsAfor Qecismjjegxificgtion for Post S(rarvice,uPreservice o
I NESYUX YR | NBESYyU [/ 2YOdzZNNBYyU wSUASgazXr gAUK O2YLIX AIFYyOS
Maintained strong clinical outcomes with over 72% of members discharging each quarter with improvement in clinical
functioning since January 2018.

Achieved program goals with over 92% of youth discharging to home and comrbasigy settings in 2019.

Successfully implemented screening programs to increase the assessment of trauma and depression for youth and
families enrded in CSoC.

Increased evidence of coordination of care with Wraparound Agencies and PCP at significant points in treatment from
81.33% in 2018 to 99.05% in 2019.
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Successfully implemented 12 Regional Advisory Conferences (RAC) in each of the 9 CSoC regions to connect behavioral
health providers, local school systems, cls#itvicing state agencies, law enforcement, and the juvenile justice system

in a roundtable disussion on the strengths and improvement opportunities of our current behavioral health system.

92% of surveyed attendees (n=172) reported positive overall satisfaction with the RAC and 87% reported that the RAC
increased knowledge of the CSoC program jamdider issues.

Actively engaged with our communities by participation in 23 community and volunteer events across the state of
Louisiana.

Successfully established and implemented a data exchange protocol to transition Wraparound Agencies from invoice
based reimbursement to claisased reimbursement to support and enhance state and federal reporting
requirements.

Effectiveness of QI Program

Based on evaluation findings, the QI Program was effective in meeting clinical practice goals for the members
seved. There were adequate QI resources in 2019 and the QI committee structure provided an appropriate
venue for the analysis and monitoring of quality indicators and improvement activities. Areas of opportunity for
further improvement were identified and Wibe prioritized in 2020. Below is a list of the prioritized goals and
objectives that have been incorporated into the 2020 Quality and Clinical Work Plan.

Program Focus and Prioritized Objectives for 2020

Prioritized goals and objectives for CSoC Wmi2020 are based on a review of:
Progress towards 2019 program goals;
Lessons learned;
An assessment of the identified opportunities for improvement and their root causes;

An increased understanding of the need for timely identification of critical bl$aand their root causes (barriers) in
order to identify and implement effective interventions;

Customer feedback and contractual requirements; and
Youth, family member and stakeholder input.

The prioritized goals and objectives for CSoC Unit in 2020 are:

I. Positively Influence Member Health, WeBeing, and Safety

- Approve and implement enhanced policies for WAA management and clinical oversight of enfiakgemlith by
Q4 2020.

- Meet or exeed the 90th percentile for 9 5 L { 174ldy KolldBup after Hospitalization measure from 53.2%
(MY 2018) to 58% for MY 2019, meeting the 75th percentile (58%).

- LyONBIAS (KS LISNDSy(l3I8 Ay 6KAOK GKS T2 MNMerbispabfisrt OA 2 N.
risk behaviors from 85% to 90%.

- Increase the percentage of Plans of Care meeting best practice standards for crisis planning, as evidenced by the
plan having strategies assigned to multiple treatment team members, from 50% to 55%.

- Improve coordination of care between Wraparound Agencies and treating practitioners and providers as
SHARSYOSR 08 AYONBFaAy3a (GKS LIBNDSyGlF3Is 2F NBO2NRA (K
from 32% to 40%.
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Enhance Service artexperience of Care

Sustain high member experience of care as evidenced by 90% of members reporting positive overall member
satisfaction on the 2020 Member Experience of Care survey administration.

Achieve response rate of 75% for the newly implemented Eg®rience of Care Surveys, which measure
SAMHSA's Core Competencies for Peer Workers.

Distribute Evidencetbased Practice workbooks to practitioners and providers to support evideased
treatment modalities for anxiety, depression, and conduct digosd

Increase the percentage of Plans of Care meeting best practice standards for the utilization of informal and
natural supports as evidenced by having assigned strategies from 45% to by 50%.

Improve the percentage of Plans of Care approved at fistression from 66% to 70%.

Meet and Exceed Contractual, Regulatory, and Accreditation Requirements

Complete 100% of entb-end process mapping for all contract deliverable reporting by Q3 2020.
Achieve threeyear Managed Behavioral Healthcare Organiza{lddBHO) accreditation from the National
Committee for Quality Assurance (NCQA) in 2020.

Achieve full implementation of electronic claims submission for WAAs by end of Q3 2020.

Identify two modifier combinations for use during claim submission to signifgvent associated with the

practice of wraparound by end of Q4 2020 with the goal to increase efficiencies in the exchange of data with
Wraparound Agencies.

Acknowledgment and Approval

The 2019 Quality Improvement and Utilization Managentemtgram Evaluation was prepared by the CSoC Unit
and reviewed and approved by the Quality Improvement Committee during its meeting on March 19, 2020, as
indicated by the signature(s) below:

Signature on file 03/19/2020

Richard Dalton, MMedical Director Date
CaoChair, CSoC Unit Quality Improvement Committee (CS
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0 _,--“'I

-~ 03/19/2020

Wendy Bowlin, Director of Quality and Outcomes Date
CoChair, CSoC Unit Quality Improvement Committee (CS
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Overview

Louisiana developed the Coordinated System of Care (CSoC) to serve children and youth with significant
behavioral health challenges who are in or at imminent risk ofaftitome placementMagellan is contracted

with Louisiana Department of Health (LDH}s#ve as the Coordinated System of Care (CSoC) the CSoC
Contractor. Magellan is responsible for coordination and management of specialized Medicaid behavioral health
benefits and services as specified by the Louisiana Medicaid Statagfiesved waiverso Medicaid children

and youth who meet CSoC eligibility critetimCSoC, system of care values and Wraparound principles are
applied to create an integrated behavioral health system with enhanced service offerings to achieve positive
outcomes for youthand families.

Families enrolled in CSoC receive intensive, individualized services in their homes and communities. To achieve
this, youth and families are partnered with a team of their choosing to develop a novel approach to treatment
that meets their uique behavioral needs. The integration of into one coordinated plan allows for better
communication and collaboration among families, youth, state agencies, providers, and others who support the
family. This approach also benefits the state of Louisignergating a more costffective system; encouraging

the sharing of resources across state agencies.

ProgramDescription

The Coordinated System of Care in Louisiana is a specialty program, unlike any other comprehensive behavioral
health treatment approak S a @ alASttlryQa 321t Aa G2 SyadaNBF GKFG
challenges, and their families get the right support and services, at the right level of intensity, at the right time,

for the right amount of time, from the right provider. Ae all, CSoC aims to keep youth in their own homes

and assist them to function optimally within their own communities.

This initiative serves families of children who have complex behavioral health needs and are either in, or at risk
of being in, owof-home placement. The famigriven and coordinated approach of CSoC is meant to develop
and maintain a service delivery system that is better integrated, has enhanced service offerings, and achieves
improved outcomes. This is accomplished by ensuring thifdren with severe behavioral health challenges,

and their families, get the right support and services, at the right level of intensity, at the right time, for the right
amount of time, from the right provider, in order to keep, or return children t@itthome and their

communities.

CSoC team members apply clinical expertise, coupled with care and respect for each member, to maintain high
guality clinical care. Efforts are focused on promoting Syste@are values including:

Familydriven and youthguided care
Teambased strategies

Culturally and linguistically competent
Strengthbased

Integrated across systems
Individualized treatment planning
Unconditional care

CSoC Unit QIC Approval Dat@3/19/2020
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Quality ImprovementProgram

al 3St I yi@grovendait (QN Brégram is membiacused and includes the objective and systematic
monitoring of quality, recovery, and resilienfiycused healthcare services provided to Louisiana youth and
families. We leverage our extensive national experience in giagsspecialty behavioral health programs and
promoting systems of care (SOC) values to ensure positive outcomes are achieved. Magellan fully embraces
Wraparound philosophies and recognizes thatwkidl& | ¥ Sy 3 3SYSy i Aa ySOSaal Ne
goals align with those of its membership within the unique culture of Louisiana.

The scope of the QI program includes monitoring the quality of behavioral health and related recovery and
NEAAETASYyOe aSNBAOSA LINEJARSR A2 (aKIST RIAINBYOma NB&A 22 YaSAN
CSoC Unit Program Director, Kathleen Coenson. The QI program is managed by the Director of Quality and
Outcomes, Wendy Bowlin, who is supported by regional and corporate staff. Local oversight of the QI pgogram
provided by the Louisiana CSoC Quality Improvement Committee (QIC). Corporate oversight of the QI program
occurs through a corporate committee structure.

Quiality Process

Magellan maintains an internal Quality Assurance and Process Improvement (QARdjrptbat complies with
state and federal standards specified in 42 CFR 8438.200, the Medicaid State Plan and waiver applications
relative to the CSoC, and any other requirements as issued by LDH. The QI program is-foewnsbdrand
utilizes a Six Sigmaefine, Measure, Analyze, Improve, and Control (DMAIC) approaamstaethe timely
identification of critical needs and to drive barrier analysis. DMAIC process outcomes are used to develop
measurable interventions that lead to improvement.

*Consumeroutcomes
*Satisfaction Surveys

*Reporting
*Internaland Provider!

*Established committees
;(;w/stakehdderinvolvement)
rmance metrics
ery/Resilliency Principles
+*Policies, procedures & standards

Outcomes
Management
Quality
Structures System
Evolution

Quality
Processes

*Evidence-based and best practices
*Fiscal accountability

*Knowledge transfer processes
*Externalvalidation - accreditation

CSoC Unit QIC Approval Dat@3/19/2020
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AsillustratedA y G KS FA3IdzZNB | 62@3S> al 3SttryQa FLLINRIFOK G2 |
measuring outcomes by enacting structures to monitor quality and integrating that data to drive program
decisions and innovations.
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QI04,Element A, Factors 1 &

PopulationAssessment QI09, Element A, Factor5

Magellan is committed to providing effective, equitable, understandable, and respectful quality care and

services that are responsive to diverse cultural health beliefs and practices, preferred languages, health literacy,
and other communication need€uli dzNJ f O2 YLISGSy OS A& RSTFAYSR Fa LINBROJA
unique cultural needs, which is essential to the delivery of effective and responsive care. Like the wraparound
model, Magellan demonstrates respect and builds on the values, prefesgibeliefs, culture, and identity of

the youth and family served, focusing on the community culture unique to every member.

Magellan recognizes that in order to facilitate successful collaboration, team members, including Wraparound
Facilitators and fomal providers, must have an inherent respect for the diversity of expression, opinion, and
preference among the youth and families served. It is through this respect that the principle of family voice and
choice is achieved in the Wraparound process. Magalemonstrates our high regard of this principle by
embracing families where they are and promoting the strengthening of connections with natural supports in
their communities. Cultivating a sustainable connection to community supports allows for wedtpositive
outcomes after formal Wraparound has ended.

Magellan conducts an annual assessment of CSoC members and providers in order to assess characteristics of
their cultural, ethnic, racial, and linguistic needs. When opportunities for improveareridentified, Magellan

will adjust the availability of practitioners within its netwaik meet the needs and/or preferences of the CSoC
membership This section of our program evaluation provides a comprehensive assessment of those
characteristics, anvaluation of social determinants of health, and analysis of potential mental health

disparities. The section includes our strategies to support culturally competent service delivery and an
identification of member needs to be addressed through our QI pnogactivities in 2020.

This section will provide information on some of the key demographic and relevant characteristics represented
by the CSoC population. Areas addressed include:

Members Served
Geographic Classification
Gender, Race, and Ethnicity
Linguistic Needs
Special Member Needs
- Children and Adolescent
- Diagnostic Prevalence (including SED)
- Intellectual/Development Disabilities
- Involvement in Chikberving State Agencies
- Members Identifying akB@Q+

Members Served

The primary data source fonember demographics is a combination of Medicaid eligibility data and

I dzi K2 NAT F A2y RIGF K2dzaSR Ay @30QiS4d GMSyaNdseppgiagNay I £ Y I
Medicaid youth in Louisiana between the ages of 5 and 20. It expands acceEhngive communitypased

behavioral healthcare to Medicaid youth that traditionally experience barriers accessing healthcare. Referrals
Oy 0SS AYAUAIFGSR 08 lyeée2yS gAGK GKS O2yaSyd 2F (KS
CSoC can be @essed by 2,400 youth at any given time. In the event that CSoC is at capacity, members continue
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to have access to specialized behavioral health services through their MCOs. The CSoC program served a total of
4,329 uniqguemembers from01/01/2018 through 1231/2018 and 4,358nembers from01/01/2019 through
12/31/2019.

Enroliment on the Last Day of the Month
2,300

2,250
2,200
2,150
2,100
2,050
2,000
1,950
1,900
1,850

N_Mont N_Mont N_Mont N_Mont N_Mont N_Mont N_Mont N_Mont N_Mont/ N_Mont N_Mont N_Mont
hol ho2 h03 ho4 h05 h06 ho7 h08 h09 h10 h1l h12

—e—2018 2,192 2,217 2,255 2,252 | 2,261 2,235 2,214 2,200 2,225 2,265 | 2,269 2,270
—e=2019 2,275 2,240 2,229 2,209 2,195 2,202 2,205 2,134 2,134 2,108 | 2,061 2,003

Geographic Classification

Thegeographic location of CSoC youth and families is an important factor from both a cultural standpoint and
regarding access to care. The majority of CSoC members, or 71%d&=k8ide in rural settings. The

remaining 29% (n=) reside in urban settingsVhere adolescents reside can affect both their exposure to
adversity and the availability of health s@es. Most adolescents in the United States live in or just outside an
urban area. Although adolescents in urban areas may be exposed to higher levels of violent crime, they are more
likely than their rural peers to have access to playgrounds, communigcoeation centers, and parks.

Mental health services are notably limited in rural areas and adolescents living there are less likely than those
living in urban areas to receive mental health services from a pediatrician or family physician.

Geographic Classification on Last Day of the Year 2019

Urban/Suburban 657 29%
Rural 1,644 71%
Total 2,301 100%

Rural adolescents are also more likely to live in-lo@ome households than adolescents in urban areas, and
poverty is a reality for many Louisiana residents. In 2018, 18.6% of the population lived below the poverty line.
Growing up in poverty can create significant challenges for our memiRaral youth especially face barriers to
accessing health services due to a shortage of formal providers and transportation challdrgyesore, it is
ONMXzOA It GKIFG y2@St az2fdziAz2zyad o0S F2dzyR (G2 YSwiés (KAa
in rural areas to ensure access to care and freedom of choice. As an intervention, Magellan recommends that
WAAs serving rural areas emphasize natural and informal support engagement to mitigate decreased access to

CSoC Unit QIC Approval Dat@3/19/2020
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formal service providers. Engagent of these types of supports is closely monitored via the Plan of Care
Review Tool.

CSoC Regions

CSoC is divided into nine geographical regions to allow individual agencies to practice wraparound specific to the
needs of their communities. Although most regions serve members living in both urban and rural areas, three
regions have a larger percentmwembers residing in urban communities. These are Region 1 (i.e., New Orleans),
Region 2 (i.e., Baton Rouge) and Region 8 (i.e., Shreveport). In order to ensure members from all regions have
access to CSoC, we continually evaluate regional enroliment tréodshe past two years, Region 9 had the

highest census, accounting for 15.04% of the total CSoC population in 2018 and 16.16% in 2019. Region 6
represented the lowest enroliment, accounting for 7.78% of the total population in 2019. Many factors,

includng urbanrural classification and referral source, can impact differences in regional enroliment.

Average Annual Enrollment by Region
18%

16%

14%

12%
10%
8%
6%
4%
2%
0%

Region 1Region 2Region 3Region 4Region 5Region 6Region 7Region 8Region 9
m 2018 13.65% 10.26% 14.58% 11.99% 7.46% 8.18% 8.71%  10.14% 15.04%
2019 13.09% 10.53% 14.12% 11.14% 8.92% 7.78% 8.35% 9.91% 16.16%

Gender, Race and Ethniciyemographics

Most behavioral health studies have found disparities in access, usejuatity in behavioral health services

among diverse ethnic and racial groups in the United States. Because this is a variable that can impact

behavioral health outcomes, we consistently monitor thee, gender, and ethnicity of our membership.

Currently African Americans comprise the highest percentage of our membership, representing 56.48%

(n=2,468) of the total population. The second highest percentage of members identify as White, at 38.63%
(n=1,688). This aligns with research citing racial digparior youth and children at high risk for commitment or

arrest. NonHispanic/Latinos represent 96.48% of our membership (n=4,216). The demographics of CSoC
YSYOSNE KlFa 0SSy aidlotS aayOS (KS LINE I NI YeenposikiofiOS LIG A
of age, race, gender, or ethnicity categories observed in 2018 and 2019.
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Gender of CSoC Members

Gender Number Percent Number Percent

Female 1,696 39.18% 1,762 40.32%
Male 2,633 60.82% 2,608 59.68%
Total 4,329 4,370

Race of CSoC Members

Race Number Percent Number Percent
Black/African American 2,450 56.60% 2,468 56.48%
White 1,673 38.65% | 1,688 38.63%
Multi-Racial 78 1.80% 80 1.83%
Other/Single Race 41 0.95% 45 1.03%
Americanindian/Alaskan Native 33 0.76% 27 0.62%
Native Hawaiian/Pac Islander 11 0.25% 10 0.23%
Asian 8 0.18% 9 0.21%
Unknown 35 0.81% 43 0.98%

Total 4,329 4,370

Ethnicity of CSoC Members

Ethnicity Number Percent  Number Percent
NonHispanic/NonLatino 4,171 96.35% 4,216 96.48%
Hispanic/Latino 95 2.19% 93 2.13%
Unknown 63 1.46% 61 1.40%

Total 4,329 4,370

Practitioner andProvider Demographics

A key component of practicing cultural competency is ensuringghatiders within the treatment network

NEFf SOG GKS RAGSNRERAGE 2F (K24dS ASNIBSR | yRasédNBE | of S
wraparound model, families exercise choice in the services they receive and the providers that deliver them.
Magellan takes collaborative action to serve CSoC members by annually assessing provider demographics and
using that data to drive network growth.

A total of 545 providers were assessed in 2019 to examine the demographic makeup of those who serve CSoC
youth and families. Of the total providers, the majority, 57.61%, identified as whiteHispanic. The second
highest provider demographic was African American at 22.02%. Other demographics of Magellan providers
include 2.75% Asian/Pacific Islander, 1.6%5%panic, and 0.55% multiracial. A total of 15.41% of providers

either did not identify a specific demographic category.

CSoC Unit QIC Approval Date3/19/2020
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Provider Demographics

= African-American

m Whitg/Mon-Higpanic
m As@En/Pacific Islander
= Hispanic

= [Mukiracial

m Other/Unknown

The current data we have regarding the demographic composition of CSoC providers does not match the current
racial composition of the youth and families served, which consists of approximately 56% black/African
Americans, 37% whites, and 5% identifyingrasti-racial or other. One barrier encountered is the inability to
account for the demographic characteristics of unlicensed staff who are employed by Medicaid providers. Most
outpatient behavioral health services are delivered by unlicensed staff that speeific qualification and

training requirements that are employed by a certified and contracted provider organization. Reimbursement

for services rendered by unlicensed staff were previously acquired through the organization NPl number;
however, in 2019the state of Louisiana implemented a law requiring all unlicensed staff to be reimbursed

dzy RSNJ dzy AljdzS bt L ydzYoSNaE® ¢KAa fl g gAff AYyONBIFasS al
the unique characteristics of all staff working WEtsoC youth and familiedoth licensed and unlicensed.

Another barrier is the relatively high percentage of providers without an identified demographic (15.41%), which
limits the ability to connect members with providers that may be a better fit forrtfanily. In 2020, the

Cultural Competency Committee will monitor key indicators for provider demographics and implement
interventions as needed to improve data integrity in this area.

Linguistic Needs

The language classification of members is monitored to ensure that our network supports their needs. The
primary language for CSoC members is English, representing 98.63%% of the total population (n=4,310).
Unspecified/Not Declared and Spanish represeB8® and 0.46% of our population, respectivety2019, only

21 youth and families, or 0.5% of enrolled members, reported a language other than English (i.e., 20 Spanish and
1 Vietnamese) as their preferred language through Medicaid eligibility data.isTémnsistent with reports from

the[ 2dzZA &AL Yy 5SLI NIYSyYyd 2F | St (K QdEhich pidBideSthNeNbkeakdofvrt vy 3 dzt
of languages spoken by Medicatigible members by parish. As of 02/15/2020, the site indicated that 98% of

the 1,730,634 Medicaid eligible members in Louisiana reported English as their preferred language, followed by
Spanish (1.47%) and Vietnamese (0.27%).

I RRO03, Element BI

Magellan ensures that we are responsive to all members, not just the majority. If a provider is unalgletta m
YSYOSNRa fIy3dzZZ 3S ySSRaz al3Sttly FFLOAtAGFIGSa | O0Sa
member. Magellan contracts witlmternational Languagefer translation servicedn 2019, we received and

processed nine requests fort@rpretive or translation services, all of which were for Spanish to English

1 Retrieved On 02/15/202ttp://Idh.la.gov/assets/docs/BayouHealth/PreferredLanguageStatewide.pdf
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translations.In additions, fanishand Vietnamese versions of important member documents, such as the

member handbook, are available to members. All formal member communications include instructions on how

G2 NBljdzSad dGNryatldAz2y aSNIAOSEA 2 NdekRspdbelz¥aSgyages al 38
further support members in locating a provider to meet their linguistic needs. The table below shows the

number and percent of members by their reported primary language.

Primary Language

Language Number Percent Number Percent
English 4,299 99.31% 4,310 98.63%
Spanish 16 0.37% 20 0.46%

Mandarin 0 0.00% 0 0.00%

Vietnamese 1 0.02% 1 0.02%

Not Declared 2 0.05% 1 0.02%

Unspecified 11 0.25% 38 0.87%
Total 4,329 4,370

Provider Linguistics

Magellan providers have the ability to provide treatment in a variety of languages. Outside of English, 177
providers reported the ability to communicate in 14 different languages. The provider language with the highest
number of speakers was Spanishtha85 distinct providers reporting capacity to engage in treatment using this
language. The next highest number of providers reported proficiency in Hindi, with a total of 35 speakers.
Telugu (14), Tagalog (12), and Arabic (11) comprised the next thretecoramonly spoken provider languages.

The table below details all the languages in which Magellan providers reported proficiency in 2019.

Provider Languages Available

Arabic 11
Burmese 1
Creole Haitian 2
French 9
Hindi 35
Indian 6
Portuguese 2
Punjabi 2
Russian 1
Sign Language 8
Spanish 65
Tagalog 12
Telegu 14
Urdu 9
Total 177
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In 2019, a total of 4,370 members reported their languages preferences. Of those, 98.63% identified their

primary language as English, while 0.46% identified Spaw$ien a member has a primary language other

than English, mmbers andor Wraparound Age®A S& Ol y dzi A f A Ts&rcladndging,iwhidhis Q& LINE
accessible through our website, kmcate providers in their aredased on languag&ecause majority of our
membership reporté€nglish as thieprimarylanguage, it is believed that tH@SoC provider linguistic capabilities
currently meet theneeds ofCSo@nembers When providers are not availabllagellan has policies and

procedures to ensure access and availability of translation and interpretiviessty support our members.

Language Assistance Services

Although the need for language assistance may not be justified per current reporting results, it is a nationwide
concern. Individuals speaking English as a second language and individuals that are classified-Entjlisited
proficient may still need imtrpretation assistance to fully be informed about their care. As cultural and linguistic
diversity in the United States, and Louisiana specifically, continues to grow, Magellan will not fail this emerging
population inbeing heard and understood in theireatment. Because of this we ensure that we make available
easily understoosnemberrelated materials, including education, grievances, appeal and grievance resolution
materials, in the languages of the commonly encountered groups and/or groups represeittedservice area,
including an alternative language for whig®% of the population speaks and written at no greater than a 5th
grade reading levelWe also provide access to both telephonic anesda interpretation, along with translation
servicedor all membership populations. Here are some of the activities that Magellan implements to support
members in accessing these services.

Translation Services

Staff members can coordinate a request for translation of member materials in a variety @ftfosoch as: document
translation in another language, larger font or alternative format (braille or oral recording).

al 3SttryQa O2NLIR2NIGS al NJSGAY3 /2YYdzyAOFGA2Yy GSIY KI yR!
external vendor to providguotes and complete client requests.

Magellan provides the information on how to obtain services in the member handbook, the quarterly CSoC member
newsletter, and on the Magellan of Louisiana website.

Translationof the CSoC Member handbook are avd#éaio our members and providers through our website in both
Spanish and Viethamesghe member newsletters are also translated into Spanishaaailable on the member
website.

Magellan is developing a training for WAAs and Providers on Translation and Interpretive Services and is scheduled to
present during the March 2020 All Provider Call.

Interpretation Services

Magellan contact center staff are supported by an etha-phone interpretation service through Voiance, a CyraCom
International company providing seamless 24/7 telephonic interpretation in more than 200 languages. Voiance
provides accurate and clear interpretation services to individuals with limited English pmojigieEP), no matter the
country of origin or education level.

Magellan also provides and coordinates onsite interpretation for a variety of languages, including face to face American
Sign Language (ASL) assistance through International Languages.

Languge and American Sign Language interpreters assist Magellan staff and/or providerstim-face

communications with Members. In person rather than telephone interpretation is recommended when a member has
any condition that makes using or understanditig telephone difficult; young children are involved; or discussions are
of a sensitive nature.

Magellan receives regular performance reviews and telephone statistics from their contracted interpretation resource
vendors to measure overall performance atwstomer service experiences.
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Because of the low prevalence of Medicaid members reporting language needs and the distribution of responses (i.e.,
high percent of neutral responses and the low number of negative responses), the CSoC hbtiidiadtify this area

as an actionable opportunity for improvement. Magellan will maintain current processes for supporting the language
needs of our members, analysis satisfaction and grievance data and continually monitor prevalence rates for language
preferences obur CSoC membership in order to ensure we respond quickly to any or changing needs related to
language.

CSoC Youth with Specialized Needs QI09, Element A, Factds5

Even among CSoC members, Magellan recognizes the existendspopulations that have unique
characteristics and needs. Magellan has developed monitoring strategies and interventions that acknowledge
these groups and remain flexible to address emerging needs of youth and families.

Children and Adolescent Members

Medicaid criteria for enrollment in CSoC limits eligibility to youth between the ages of 5 and 20 years. This
means that virtually the entire population is categorized as a child or adolescent. Because of this, our medical
team is led by a boardertified child and adolescent psychiatrist to ensure the specialized clinical needs of this
population are addressed throughout all areas of our operations. We also ensure that our youth have access to
all Medicaid EPSDT (Earlgdreriodic Screening, Diagnostic and Treatment) benefits, or wellness and
preventative healthcare services to support the unique needs of this population group. During 2019, some key
characteristics of our members include:

The largest age group of our méers was 14/earold members (n=470).

Children between the ages of 8 and 17 represented 83.98% of our membership.

Children 7 or younger represented approximately 10.32% of our membership; and

Youths 18 and over represent 5.70% of our membership.

Age d CSoC Members

2018 2019

Age Number Percent Number Percent
2 1 0.02% 0 0.00%
3 3 0.07% 0 0.00%
4 6 0.14% 0 0.00%
5 76 1.76% 60 1.37%
6 192 4.44% 167 3.82%
7 197 4.55% 224 5.13%
8 262 6.05% 244 5.58%
9 261 6.03% 271 6.20%
10 367 8.48% 309 7.07%
11 365 8.43% 364 8.33%
12 386 8.92% 411 9.41%
13 400 9.24% 430 9.84%
14 416 9.61% 470 10.76%
15 427 9.86% 459 10.50%
16 428 9.89% 409 9.36%
17 305 7.05% 303 6.93%
18 135 3.12% 154 3.52%
19 64 1.48% 51 1.17%
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2018 2019
Age Number Percent Number Percent
20 34 0.79% 42 0.96%
21 4 0.09% 2 0.05%
Total 4,329 4,370

Youth transitioning into adulthood are a subset of the CSoC population that have a unique need to develop and
improve skills necessary to successfully function as adults in society (i.e. employment, housing, education).
During 2019, 43.25% of our membersme 14 years of age or older (n=1890). Additionally, over 1000 youth had
an actionable need in the area of independent living at the initial assessment. One of the benefits of CSoC for
these transitionaged youth is access to a specialized waiver selkicayn as Independent Living and Skills
Building (ILSB). This service is delivered in the community setting to train and prepare youth for adulthood.
Some examples of skills that are developed through this service include:

Life safety skills

Ability to acess emergency services

Basic safety practices and evacuation

Creating and implementing a personal budget

Completing necessary domestic tasks including laundry, grocery shopping, and basic food preparation
Physical and mental health care maintenance hsag scheduling physician appointments

Recognizing when to contact a physician and how to effectively communicate needs
Selfadministration of medication for physical and mental health conditions

Understanding the purpose and possible side effects of nagidic prescribed for condition

Use of transportation (accessing public transportation, learning to drive, obtaining insurance)

Serious Emotional Disturbance (SED)

The Centers for Disease Control and Prevention (CDC) repothéhatost commonlhdiagnosed mental
disorders in children arADHD, behavior problems, anxiety, and depression

9.4% of children aged27 years (approximately 6.1 million) have received an ADHD diagnosis.
7.4% of children aged-B7 years (approximately 4.5 million) haaeliagnosed behavior problem.
7.1% of children agedB7 years (approximately 4.4 million) have diagnosed anxiety.

3.2% of children aged-B7 years (approximately 1.9 million) have diagnosed depression.

I {2/ Qa Of AYyAOlIf St Achrblinantinthedprogdadih réfSrddiyouth indst bé Qurrentfy brii = F 2
recently experiencing behavioral symptoms that put them at significant risk of sanctions and/of-boime

placement and impair their ability to function in various life domains. Givenxh8K | OdzA G & 2 F 2 dzNJ
conditions, it essential that we evaluate the diagnostic prevalence of our membership in order to effectively

meet their needs. We also recognize that it is our responsibility to make tools and supports readily accessible for
our practitioners and providers. One way this is achieved is through the adoption, development, and distribution

of clinical practice guidelines based on sound scientific evidence for best practices. Magellan requires that our
providers become familiar witthese guidelines, including the following diagnoses and conditions:

2 Retrieved on 03/10/2020: https://iwww.cdc.gov/childrensmentalhealth/data.htm|
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A Acute Stress Disorder A Generalized Anxiety Disorder
A PostTraumatic Stress Disorder A Managing Suicidal Patients
A Attention Deficit Hyperactivity Disorder (ADHD) A Obsessive&Compulsive Disorder
A Autism A Panic Disater
A Bipolar Disorder é Schizophrenia
A Depression A Substance Use Disorders

Members enrolled in CSoC also receive a comprehensive assessment conducted by a licensed practitioner at
referral and every 180 days thereafter. This assessment includes clinical diagnogidl tipaitle the services

YR &GN dS3ASE ARSYUGAFASR 2y (GKS e2dzikQa tftly 2F /|
assessors are properly equipped to assess the areas of need most commonly seen in children and adolescents.
These needsitlude ceoccurring substance use disorders, depression, and trauma. Please refer to the

Screening Program section of this evaluation for a full description of the tools used in CSoC.

The CSoC population shows the highest diagnostic prevalence in ADHD, with 37.67% of members having some
form of ADHD diagnosis. Other prevalent diagnoses include Mental Disorder, Not Otherwise Specified and
Oppositional Defiant Disorder, which account To87% and 6.5% of the total population, respectively. Magellan
monitors adherence to clinical practice guidelines for Suicide Risk, ADHD, Tirdomsed Care and Conduct
Disorders through the treatment record review process, which is described in thel@rdwonitoring section of

this report.

Primary Diagnosis for CSoC Members

Diagnosis Number Percent Number  Percent

F90.2: Attentiordeficit hyperactivity disorder, combined typ: 853 19.70% 834 19.08%
F90.9: Attention-deficit hyt;;/epr:ctivity disorder, unspecified 717 16.56% 812 18.58%
F91.3: Oppositional defiant disorder 481 11.11% 344 7.87%

F99: Mental disorder, not otherwise specified 222 5.13% 284 6.50%

R69: lliness, unspecified 200 4.62% 236 5.40%

F43.20: Adjustment disorder, unspecified 162 3.74% 158 3.62%

F32.9: Major depressive disorder, single episode, unspeci 165 3.81% 155 3.55%
F84.0: Autistic disorder 95 2.19% 112 2.56%

F90.1: Attentiordeficit hyperactivitydisorder, predominantly

) 102 2.36% 109 2.49%
hyperactive type

F43.25: Ad]ustment-dlsorder with mixed disturbance of 121 2 80% 105 2 40%

emotions and conduct

F43.24: Adjustment disorder with disturbance of conduct 85 1.96% 87 1.99%

F43.8: Othereactions to severe stress 93 2.15% 84 1.92%

F90.0: Attentlordeflm_t hyper:?\ctlwty disorder, predominantly g2 1.89% 83 1.90%
inattentive type

F31.9: Bipolar disorder, unspecified 109 2.52% 77 1.76%
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s e
Diagnosis Number Percent Number  Percent

F43.10: Postraumatic stress disordennspecified 60 1.39% 70 1.60%

F39: Unspecified mood [affective] disorder 38 0.88% 58 1.33%

F91.9: Conduct disorder, unspecified n/a* 54 1.24%

F43.21: Adjustment disorder with depressed mood n/a* 53 1.21%

Other 744 17.19% 655 14.99%

Total 4,329 4,370

* Diagnosis did not make the top 18 in that year

Research indicates that minority individuals may experience mental health conditions that are undiagnosed,
under-diagnosed, or misdiagnosed for cultural, linguistic, or historeEadons. Because of this potential for

disparity in care, we initiated a comprehensive analysis of trends in diagnostic and actionable needs prevalence
rates among CSoC youth by gender and race in 2020. Results of this analysis will be shared withnithe QIC
relevant subcommittees for review and discussion. This analysis will be used to support training initiatives for
our Licensed Mental Health Practitioners (LMHPSs) that complete assessments for our youth and families

Intellectual/Developmental Disabities

The Louisiana Office of Citizens with Developmental Disabilities (OCDD) participates in the National Core
Indicators (NCI) annual consumer survey of citizens that receive OCDD services. The most recent results (2015
2016) indicated that 50% of respdents (n=512) stated that their family does not get enough information to

help plan services and 30% responded that the information they receive is not easy to understand. Magellan
recognizes that youth with developmental disabilities have complex nesdisemjuire enhanced management.

CSoC members with developmental disabilities are identified in several ways. At the time of referral, eligibility is
OSNAFASR OAl (GKS [2dzZAaAlyl aSRAOFAR $S0aAiGST gKAOK
Eligibility Specialist collaborates with Medicaid staff to manage members with dual waiver enrollment to ensure
accessibility to all services. Youth are next screened for intellectual and developmental disabilities during the
CANS and IBHA assessment pssc

After they are identified, ongoing developmental needs are then monitored at least every 180 days using the
Plan of Care (POC) Review Tool. Using this tool, CSoC Care Managers identified 219 plans for youth that were
classified as Chisholm and/or OGBBiver eligible from July to December of 2019. This represents 9.57% of the
total plans reviewed during that time period (n=2288). Of those, only 36.07% were identified as receiving
developmental disabilities services.
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Developmental Disability Serges Received by Eligible CSoC Youth

= Receiving DD Services

Not Receiving DD Service:

63.93%

Barriers
A Louisiana residents face significant wait lists to receive OCDD waiver services.

A Many families are unaware of the services available for citizens with developmental disabilities and how to apply for
them.

A Families may require assistance to access, understand, and complete forms necessary to enroll in OCDD services.

Interventions

A Care Managers collaborate with WAA staff to ensure that the complex needs of the youth and family are met through
POC revier and feedback, daily regional calls, and weekly clinical rounds.

A 2KSYy I ySSR Ad ARSYGATASRE GKS YSYOSNIAa fAYy1SR G2 al 3!
facilitator is initiated to ensure that the family has applied for apprag@iOCDD waiver services.

A al3SttryQa {GFGS | 3 Spedific tif shektd fér 2ach wlelaBdunid SgencNtBaBidciadéd contact
information and details on how to make an OCDD referral. The tip sheet also summarized available waivera®vice
eligible population descriptions.

A The State Agency Liaison reviewed these tip sheets during the monthly CSoC clinical call and reviewed them with
Magellan Care Managers.

A ¢KS {2/ {SYyA2Nl ¢NI AYySN S Rluucal Téadnzon itlehtilfying/efigibilitkfar OBOD, (2 al IS
availability of waiver services and programs, and how to assist WAAs in linking members.

Recommendations for 2020

A Develop facilitatorspecific training on youth with developmental disabilities thatludes guidance on how to identify
needed services and linking the family to them.

Youth Involved with ChileServing State Agencies
aSYOSNE SyNRtftSR Ay [/ {2/ I NB 27 Sséringagelcie®iSdRidifgthe 2 y S
Departmentof Education (DOE), the Department of Children and Family Services (DCFS), and the Office of
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Juvenile Justice (OJ3SoC brings all of these agencies together into one coordinated network to offer

members the right services, at the right time, at thght level of intensity. DCFS, DOE and OJJ all have
representation on the CSoC Governance Board, which has oversight of the program and informs programmatic
goals and activities.

Over the past two years, CSoC youth with agency involvement has remaiyesteady, averaging 8.7% with
DCFS involvement and 11.9% with OJJ involvement. This consistency is highly desirable in a targeted, short
term-high-touch program like CSoC. Given that most youth cycle through the program in approximately 12
months, thesanarkedly steady rates demonstrate continuous collaboration with state agencies that have come
to trust the program with their most atisk youth.

Children living in oubf-home settings, such as in group homes or detention centers, have a substantially
greater risk of mental health disorders, especially those associated with traumatic stress, such as abuse and
neglect. Half of all youth in the child welfare system, and nearlyaf0géuth in the juvenile justice system, have

a diagnosable mental healthisbrder. Because of this, Magellan has a designated liaison to support coordination
of care between providers and chiferving agencies to ensure the complex needs of these youth are
addressedThe figure below illustrates the percentage of CSoC youthatginvolved with DCFS, OJJ, or both.

Members with ChildServing Agency Involvement
14%

12%

10%

8%

6%

4%

2%

0%

WY1Q3 WY1Q4 WY2Q1 WY2Q2 WY2Q3 WY2Q4 WY3Ql WY3Q2

—e—DCFS Involvement 85% 80% 83% 85% 81%  88% 10.3%  9.4%

—@=]J Involvement 11.6%  11.8% 12.0% 11.6% 12.1% 12.2% 12.5% 11.5%
DCFS and JJ Involvementl.4% 1.0% 0.9% 1.1% 1.4% 1.5% 1.6% 1.0%

Youth Identifying as LGBTQ+

Although the specific sexual preference of our youth is not tracked, Magellan recognizésstiian, gay,

bisexual, and transgender (LGBT) youth have higher rates of mental disorder diagnoses than other youth in
national samples. Because of tHidagellan identified an emerging need for treatment guidance unique to this
population.In Louisiana, approximately 3.9% of the population identify as lesbian, gay, bisexual, transgender,
and/or questioning (LGBTQ+Ylany LGBTQ adolescents are happy and thrive during their teenage years.
However, as a group they are more likely than their heterosexual peers to experience difficulties. LGBTQ+
adolescents are at increased risk for bullying, suicide attempts, homelesamebsubstance abuse.
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In April 2019, Magellan developed a training entiti&elving & Supporting LGBTQ+ Youth in CBbCertified

Providers were required to attend a live videonference training and attest to their participation. An

attendancet S 2F wmnmw: 2F Ftf al3ASttly aaSaazNa ol & | OKA
provider website and is now included in the set of cultural competency trainings required of all new providers.

The training provided an overview of this salpplation and highlighted the unique mental health challenges

faced by LGBTQ+ individuals. Information was incorporated from a wealth of sources with the goal of opening

the door for future education and discussion. Magellan understands that this pragantaill need regular

updates to both stay current and include new guidance and therapeutic techniques for providers.

Social Determinates of Health QI09, Element A, Factbr

Social determinates of health are the economic and seaatlitions in which individuals are born, grow, and
live. These conditions play a significant role in physical health outcomes, quality of life, safety, access to
resources and education, and mental wiedling. CSoC youth and families face these soaktdlenges daily.
The Child and Adolescent Needs and Strengths (CANS) is administered at enroliment and every 180 days
thereafter. The assessment includes identification of specific social determinants of health impacting each
youth and family. Magellanses CANS data to identify areas of need for our membership and monitor
effectiveness of the program to support youth and families in resolving those needs. The following social
determinants were determined to be relevant to the CSoC membership:

Housing

Rdationship Stability
Education and Literacy
Stress

Exposure to Crime
Coping Skills/Resiliency
Educational Opportunities
Recreation

Community Integration
Social Supports

Housing

In 2015, the Louisiana Housing Authority conducted an assessment to shashlightising disparities in the

state. They looked specifically at how availability and affordability affect the most vulnerable populations

including homeless families, rural residents, and-loeome households. The CSoC program is administered

through Lasisiana Medicaid, in which eligibility is based on household income. Therefore, CSoC families are
particularly vulnerable to incomeelating housing disparities. Magellan monitors housing needs through CANS
caregiver iterResidential Stabilityyhichasséi & S& | FF YAf @8Qa KAAG2NER 2F K2YSf
households, and their perception of housing stability in the foreseeable future.

Relationship Stability

CSoC enrollment requires that youth be currently in or at risk olofitome placement, resulting in separation

from family and community. Many youths in CSoC face the absence of a stable relationship with their parents or
caregivers for a variety of reans including incarceration, separation, divorce, removal from the home, and
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death. One way in which CSoC youth are assessed for need in this area is through the CANS Youth Strength item
Relationship Permanencéouth are assessed by a licensed clinithagvaluate the number, strength, and
permanency of their relationship to one or more caregivers.

Education and Literacy

Annual rankings by the United Health Foundation place Louisiand"ah4fe nation for rates of High School
graduation, with an overall rate in 2018 of just 78.1%. Youth with mental and behavioral disorders face unique
challenges in the school setting and may require specialized interventions to achieve at the sanmetlesiel a

peers. Youth are often referred to CSoC by those in educational institutions including teachers, principals,

school counselors, and truancy monitoring entities. The educational needs of CSoC youth are assessed in

multiple ways, but the most comphensive measure is the CANS Life Domain FunctioningSitdianl Based on

'y adasSaaz2Nna NI GAy3d 2F GKA& AGSYTZ 6KAOK SEIlFIYAySa 2
is triggered if problems are identified. That module then assessedzilyk Q4 &4 OK22f ySSRa Ay
direct treatment planning and guide individualized care.

Exposure to Crime

Annual rankings by the United Health Foundation place Louisiand"abh4b5e nation for violent crime, with an
incidence of 538 offensgser 100,000 residents. Exposure to community violence and the potential for
victimization impacts youth in many ways and families living inifmeme areas experiences higher rates of
crime than do those residing in wealthier areas. The CANS item @ategiver Needs section callBdfety
assesses household and neighborhood security. A rating of this need as actionable would indicate that the
youth is in some danger from individuals in the physical vicinity of their home.

Stress

In Louisiana, 15.7%F (G KS | RdzZt G LR LIz I GA2y NBLRZ2NI SELMSINE Sy OAy3
nation for this measure. Stress has been widely shown to have negative impact on physical health, social
relationships, educational performance, and many othereasp of life functioning. Families enrolled in CSoC

typically enter the program after a number of stressful events have transpired including diagnosis of severe

mental disorder, psychiatric hospitalization, involvement with government agencies, faméiyasieps, and

failure of previous treatments. One way in which the impact of these events is assessed is through the CANS
CaregiveFamily Stresgem, which evaluates if the caregiver is able to manage the level of stress associated

with the needs of their youth. A rating that indicates a need for action conveys that stress is interfering with or
preventing the ability of the caregiver to parentteely.

Access to Educational Opportunities

alyed a20Alf FyR SO2y2YAO FFOG2NA OFly AYLIOG Fy Ayald
staffing, presence of special education programs, geographic location, teacher to studentanaticsate

funding. The CANS Youth Strength iteducatiorS @I f dzZ 1S4 (KS RSINBS (G2 6KAOK |
their educational needs. An assessment that indicates that a school lacks the ability to adequately address those
needs triggers specificdons on the part of the Child and Family Team.

Recreation

A key component in assessing social determinants of health is to identify healthy behaviors that contribute to
overall physical and mental wedkeing. Magellan not only evaluates the needs a©$outh and families, but

also their strengths. Areas where members excel can be leveraged to accentuate and personalize behavioral
health treatment. One healthy behavior that is measured via the CANS is the Youth Strengihlgata &
Interests.CANSatings that evidence significant strength in this area indicate that a youth has identified talents,
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interests, or hobbies that provide him or her with pleasure and positivees¢dfem. An absence of talents,
interests, or hobbies is considered an antible need that must be addressed in the Plan of Care.

Community Integration

LYGiSaNIGAz2y Ayid2 2ySQa O02YYdzyAdGe A& GKS F2dzyRIEGAZ2Y
based care. The CANS Youth strength @mmunity Lifassesses the yokitQa f S@St 2F Ay i S3INI
KSNJ O2YYdzyAailieo ¢KS NIYXGAYy3I F2NJ GKA& YSFadaNB Aa ol as
community, involvement with community organizations, and positive feelings about his or her role within that
commurity.

Access to Social Supports

The wraparound model is built on a tedmased approach. Caregivers of youth with severe mental and

behavioral problems can often feel isolated, misunderstood, and unable to connect socially. Magellan prioritizes
the building of a social support networkrftamilies that they can rely on well after discharge from the CSoC

LIN2 ANJ Y O I OF NBIAYSNDRa f S@St 27 SaciHRBeddEdIhis avallatest S a & S
whether or not a caregiver has significant social ties to family, friemeighbors, or other social networks that

actively help in the raising of their child.

Coping Skills

A key component of behavioral and mental health treatment consists of replacing maladaptive thoughts and
actions with positive ones. Because of the imde, targeted nature of the CSoC program, developing effective
coping skills is paramount to successful outcomes. Individuals with effective coping skills-exkase)fable to
problemsolve, and are better equipped to make informed decisions abolit tives. The CANS Youth Strength
item Resiliencyssesses the level to which a youth is able to identify and utilize their internal strengths and
resources. Lower rankings of need on this item indicate a youth who is able to successfully manade difficul
challenges in life by utilizing positive coping skills.

Analysis

Effectiveness of CSoC in reducing the negative impacts of social determinants is monitored by comparing the
prevalence rates of actionable need and strengths items at the initiaemwotharge CANS assessments. An

actionable need is defined as a CANS item with a rating of 2 or 3. Items with these ratings indicate that

treatment or intervention is required by the youth and/or family. Evidence that actionable needs are being
addressedvdza it 0SS LINBaSyid 2y (KS @2dz2iKQa tfly 2F /I NB Ot |
figure below shows the change in prevalence of actionable needs in each of the chosen social determinates of
health categories in 2018019. Prevalence ottonable needs identified on the CANS was markedly reduced

from initial to discharge assessments on Family Stress, School, and Social Resources items. The most significant
reduction in need was seen in Social Resources, which fell by 43.1 percentage poeas of need that did not
aK2g y20l0ftS OKFy3aS gSNB {IIFSGe FyR wSaARSydGaArt {aF
status, housing opportunities, and regional crime statistics, there is less opportunity for therapeutic

intervention. Instead, strategies can be enacted by the CFT to increase youth and family strengths that can

serve as protective social determinates of health.
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Reduction in Prevalence of Actionable Needs

Safety

iy St
Res. Stability g
Social Resource S

SHpee

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%

School Social Resources Res. Stability Family Stress Safety
Initial Prevalence 80.8% 63.6% 5.6% 86.0% 1.7%
m Discharge Prevalence 39.5% 35.3% 6.2% 42.9% 2.0%

For CANS strength items, actionable ratings indicate that a youth or family lacks a strength that would be
protective or of benefit to their mental, physical, and/or social viiing. The WAA team works to increase
strengths through treatment planning drintervention. A reduction in rating indicates that a strength has been
successfully cultivated and can now be utilized in daily life. From initial assessment to discharge, improvement
was seen across all the selected strength measures. The greasagfectvas observed in resiliency, with

84.02% of youth evidencing need for increased resiliency at their intake assessment and only 51.46% at
discharge. Another significant protective factor that was increased was youth talents and interests. At the
initial assessment, 67.49% of CSoC youth needed to significantly increase their ability to identify subjects and
activities that positively impact their sedsteem and sense of purpose. At the time of discharge, this prevalence
rate was reduced to 41.02%, @duction of 26.88 percentage points.

Improvements in Strength Items

RSl Cy |

Relationship Permananc o

0% 10% 20% 30% 40% 50% 60% 70% 80% 90%

Educational = Talents/Interests Community Life Relationship Resiliency
Permanance
Initial Prevalence 58.88% 67.49% 75.78% 49.09% 84.02%
m Discharge Prevalence 31.56% 41.02% 51.96% 34.69% 51.46%
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Interventions

All CSoC youth are screened for substance use issues through the CANS and the Individual Behavioral Health
Assessment (IBHA) at their initial intake and every 180 days thereafter.

The Plan of Care (POC) Review Tool is used to identify actionable negalstfoand families and ensure that they are
met through services provided. Magellan Care Managers monitor all member POCs at a minimum of every 180 days to
ensure that any actionable needs are addressed on the plan.

Members are surveyed on a monthly I ensure they are receiving services in the frequency, type, and duration

necessary to meet their needs. For any member that reports they are not receiving the services necessary to meet their
needs, specific remedial actions are required of their Vigcilitator.

Health Disparities in the CSoC Population

Along with social determinants of health, it is also important to evaluate the potential impact of mental health
disparities for Louisiana youth and familiégarious studies have identified disgas in access, use, and quality

in behavioral health services among minority populations, individuals of low socioeconomic status, and those
residing in rural areas. Additionally, these individuals may experience symptoms that are undiagnosed, under
diaghosed, or misdiagnosed for cultural, linguistic, or historical reasons. The membership of the Coordinated
System of Care (CSoC) is composed of youth in Louisiana that are particularly vulnerable to disparities in
healthcare.

To qualify forenroliment, a youth must have significant behavioral problems that significantly interfere with
their ability to function at home, at school, and/or in the community. Youth enter the CSoC program through a
telephonic referral and an accompanying screeniguth are referred by many difference sources, among

them caregivers, teachers, doctors, counselors. A significant number of referrals to CSoC come from state
agencies such as the Department of Children & Family Services (DCFS) and the Officeeofustiemi{OJJ).

CSoC youth are treated for a variety of severe mental illnesses including Depression, Anxiety, PTSD, ADHD,
Conduct Disorder, and Oppositional Defiant Disorder.

Depression is one of the most prevalent mental health disorders in AmerR@l&study by the National

Institutes for Mental Health estimated that 3.1 million adolescents aged 12 to 17 had at least one major
depressive episode. This number represented 12.8% of the US population afi@gd3y@mptoms of depression
often differ in yaith and adults. Rather than internalizing behaviors such as social isolation, anhedonia, low
energy levels, and crying spells, depression in adolescents often presents as extertygeinghaviors. These
include agitation, irritability, decreased attBon span, complaints of physical pain, and angry outbursts.
Diagnosis guides providers towards certain treatment modalities and interventions. In the case of depression,
failure to properly identify and treat it has potentially devastating consequericekiding youth setharm and
suicide.

Although many factors contributing to disparities in mental health care are beyond the control of Magellan, we
chose to take a closer look at clinical diagnostic prevalence to examine what mental health disfoarigsC
youth and families might exisBecause CSoC youth and families receive a comprehensive assessment by a
Certified Provider that is credentialed and contracted by Magellan at enrollment and evera¥8Q@hereafter,

we chose to explore trends ircdonable needs and diagnostic prevalence among CSoC youth.

Methodology

In order to examine disparities between primary diagnoses of males and females in CSoC, an analysis was
conducted of the entire CSoC population between January 1, 2018 and DecemB8d 31 Two CANS items,

{ dZA OARS wAiadl YR 5SLINBaarAz2yr gSNB OKz2aSy F2N O2YLJ N
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CANS items assessment received a rating of 2 or 3 on the designated item by the licensed clinician who
conducted the asssment. These ratings are referred toaasionable needsndicating that they require
AYGSNBSYyGA2Y YR GKIFIG GKS @2dzikKQa | O02YLI ye&Ay3a thi/

t SN GKS /! b{ YIydzZat>x OfSINI SGARSYyOS 2F RSLINBaaSR Y2
be present for the assessor to give a rating of 2 on this item. A rating of 3 is given when there is clear evidence
2F | RAalofAy3a fS@St 2F RSLINBaarazy GKIG YF{1Sa AdG acg
A CANS rating of 2 @he Suicide Risk item indicates that the youth being assessed has had suicidal ideations or
made a suicidal gesture recently, while a rating of 3 indicates current suicidal thoughts and intentions or current
commandtype hallucinations to harm oneself hdrefore, actionable ratings on one or both of these items

indicates a level of severity that likely warrants an associated mental health diagnosis.

To examine this connection, an analysis was conducted of the same population to identify the prevaterce of
primary diagnoses: those associated with externalitypge symptoms (Conduct Disorder, Oppositional Defiant
Disorder, and Impulse Control Disorder) and those associated with interngljp@gymptoms, depressive
disorders.

Analysis

The analysisavealed gender disparities between CANS ratings, which reflect the current observations of a
licensed practitioner, and the prevalence of the clinical diagnosis associated with that symptomology. On the
CANS Depression item, 24.60% of males and 45.908mafds received actionable ratings, indicating a level of
depression that impacts ability to function in at least one life domain (n=4387). On the CANS Suicide Risk item,
46.80% of females and 30.30% of males were assessed to have recent or currentisi@iatians or gestures.
However, while 22.50% of females had a primary diagnosis of a depressive disorder, only 7.40% of males did, a
discrepancy of 15.1 percentage points. Less discrepancy was observed in the prevalence of diagnoses associatec
with externalizing behaviors, with 14.6% of males and 10.9% of females having a primary diagnosis of CD, ODD,
or ICD.Further analysis of youth primarily diagnosed with depressive disorders reveals additional disparities
across race.

Gender Differences in CANEtionable Needs Items and Diagnosis
50%
45%
40%
35%

30%

25%

20%

15%

10%
5% .
0%

CANS: Suicide Risk CANS: Depression Dx: CD, ODD, ICD Dx: Depression

m All 37.00% 33.20% 13.10% 13.50%
m Male 30.30% 24.60% 14.60% 7.40%
Female 46.80% 45.90% 10.90% 22.50%
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Gender and Racial Differences in Depression Diagnosis
60%

50%

40%

30%
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10% .
0%

Depression: Actionable Need Depression: Diagnosis
m Female: Black/Afr-Am 42.30% 19.20%
m Female: White 51.30% 28.30%
Male: Black/Afr-Am 21.20% 6.20%
Male: White 28.50% 8.50%

Of white females, 51.30% received CANS depression ratings of 2 or 3, while the prevalence of Depression
diagnosis was 28.30% for the same group. Of bokles, 42.30% evidenced actionable need on the CANS
depression item, while only 19.20% had a corresponding primary diagnosis relating to depression. Likewise, a
disparity existed among males in CSoC. While 28.50% of white males and 21.20% of bielemassessed

to have significant symptoms of depression, only 8.50% and 6.20% received corresponding primary Depression
diagnoses, respectively.

This analysis showed that, while disparities in mental health care do exist across race in generakgae do
appear to be a confounding variable in the CSoC population. Rather, a gap exists between the presence of
AAAYATFAOLI Yl RSLINBaaAGS aevyLli2zvya FyR F NBfFGISR RALN3Y

Barriers

A Reporting capabilitiesw& f AYAGSR (G2 SEFYAYyFGAZ2Y 2F &2dziKQ& LINRA Y|l NEB
2dzié RAIFI3Iy2aSa 6SNB y2i Olotdirdatydstrders ardlthi§ & warthyf furtee dzi K K @
investigation in the future.

A Given that CSoC eligibylicriteria requires an existing mental health condition, youth entering the program have
diagnoses received prior to their initial assessment by &pecific providers. A 2019 barrier analysis found that, when
providers initiate treatment with CSoC youlﬂfpey often failed to complete a thorough biopsychosocial assessment to
O2Yy FANXY | @é2dziKQa SEAZdittridd RAFJy2aiad o6l aSR 2y 5{a

A Approximately 15% of CSoC youth are referred by 0JJ, indicating the existence of legal/criminal charges. Therefore, the
g2dzikKQa YSyidlt KSFIftGK RAFIy2aira HypebNBWBNNI f A1 St& NBTH

A i GKS GAYS 2F +y AYyAGALFE aasSaavySyids GKS OftAYyAOALyYy 3l
treatment history. An assessor may notfee O2 YF2 NI 6t S OKIFIy3IAy3 | @2dziKQad SEA2Z
more interaction with the youth at subsequent reassessments.

Interventions

A All CSoC youth are assessed by a licensed practitioner using the CANS and the Individual BehaaotakiBidhial
intake and every 180 days thereafter.
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The Plan of Care (POC) Review Tool is used to identify actionable needs for youth and families and ensure that they are
met through services provided. Magellan Care Managers monitor all member P@@sraof every 180 days to

SOrtdd (S GKIFG aGNIGS3IASa FyYR AYGiSNBSyidAzya I NB O2yarad.

Magellan identified the need to engage our Mental Health Rehabilitation (MHR) providers in a way thatenhan
treatment by using evidenebased practices.

hy WIydzZa NBE HoX HnanunX al 3SttlryQa aSRAOFIt 5ANBOG2NI O2y Rdz

Workbook Therapy during the monthly provider call. This included clinical guidance on diagnostic criteria and unique
symptom presentation of depression, anxiety, and trauma in youth populations.

An evidencebased workbook entitlecBT Toolbox for Children & Adolescerds collaboratively chosen by quality,
clinical, and network departments with direct input from WAAs and Louisiana providers. It includes strategic cognitive
behavioral interventions for common childhood disorders including Depression, Anxiety, and CDisuider.

In 2019, Magellan introduced the use of the RPBI@nd the Moods and Feelings Questionnaire, the most common
screening tools for assessing depression. All Certified Providers were trained on its use. Magellan recommended that

itbe administe R I 4 S@OSNE AyAUGALf aasSaavySyd yR dKFG GKS NBad

Additionally, Magellan trained all Certified Providers and WAA staff on the use of the Adverse Childhood Experiences
screening to identify trauma.

al 3St f I yQa shesSadBahaviol HeddidTodikit for Providers which includes educational materials, screening
G22faz /tDQAX YR LINBAONAOAY I IFdzZARSEAySa F2NJ O NR 2 dza
Recommendations for 2020

As of January 2020, Magellanipished updated Clinical Practice Guideline standards to the Magellan of Louisiana
website.

Increase awareness of potential areas of mismatch of symptoms and diagnosis through the CANS.

9YyKIFyOS ¢So0airidsS G2 AyOfdzZRS {! al P)foddmpravingEliltiira! Sofmpetence a2 &S Y !

Traumalnformed Care in Behavioral Health Services. Send provider communications to inform providers of
enhancements.

Develop an article to be included in an upcoming provider newsletter that proeidesation on the importance of the
diagnosigreatment match in order to effectively coordinate treatment across providers.

Develop a training for parent support specialists from the Family Support Organization (FSO) to assist parents in
understanding demssion and trauma, especially the phenomenon of generational trauma. Training will include
guidance on recognizing internalizing and externalizing behaviothjmeing negative coping mechanisms, and
enhance communication skills for parents to be betibte to express their needs.

QI04, Element A, Factors 1 &
Member Needs Assessment QI09, Element B, Factorsal

The QIC conducts ongoing qualitative and quantitative analysis of member and provider demographics, special
needs (i.e., SED/SMI, child/adolescent, developmental disabilities, social determinants of health, health
disparities) and member experience of caresented in this section to ensure the adequacy of the network in
meeting the needs of our members.

Some of the key member and provider characteristics assessed in 2019 included:

The CSoC population is composed entirely of youth, with the 83.98% obersibetween the ages of eight and
seventeen.

Males account for the majority of CSoC youth, comprising 59.68% of the total enroliment.
Black/African American youth account for 56.48% of the total enrollment.
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ADHD is the most prevalent primary diagnosigafth enrolled in CSoC, accounting for approximately 37% of total
enrollment.

The majority of CSoC providers (57.61%) identify as WhiteHfispanic and speak English as their primary language
(98.63%).

Developmental Disability Services are received h@B% of CSoC membership.

The percentage of CSoC youth involved with a eglding state agency has remained steady overtime. As of the most
recent evaluation, 9.4% and 11.5% of youth had DCFS or OJJ involvement, respectively.

The 2019 Provider Satisfamti Survey found that 93.8% of providers report overall satisfaction with Magellan.

5dZNAyYy3 GKS wnmd CARStAGE {dzNBSezI oy ddhe: 2F OF NEIADBSNE |
input.

Along with assessing member and provider dempgradata, Magellan also implements a mudliinensional
monitoring process to ensure members have access to culturally competent services from all perspectives of
care, which includes the following activities:

A

A
A

Requests folnterpretative/Translation Servicesin 2019, we received and processed nine requests for interpretive or
translation servicesall of which were for Spanigh Englisttranslatiors.

Member GrievancesWe received no reported grievances involving cultural needs.

Plan of Care (POC) RevieWamily Storya I 3St € 'y /I NB alylI3SNAE NBOASS YSYoSNA
Ot AYAOLt tfly 2F [/ FNB 6t h/ 0 Y2y ik bdidgheed bINRROS.aThisis 2 Sy & dz
FOO02YLX AAaKSR @Al LINBYLIia 6AGKAY GKS th/ wS@ASg ¢22f G2

abilities at the plan development, plan implementation, and refinement phases.

POC Review Straegies.a 35t t  yQa Ot AyAOlf GSIY SyadaNBa GKFEG th/ a A
acculturation needs that rated are as actionable on the Child and Adolescent Needs and Strengths (CANS) assessment.
Ongoing monitoring of the CANS and POC thédOdzNJ (G KNR dzZ3K2dzi | @&2dziKQa SyNRffYS
F RRNB3aadSR GKNRdzZZK NXB3Idzf I NJ YFYlF3SYSyid YR NB@GASs 2F (KS
the strategies within the POC and within in the crisis plan. The most ré&@@tReview Tool reporting7(1/2019-
12/31/2019) showed that, for the POC item verifying that strategies are unique to the youth and family culture, skills,
and abilities, 1555, or 68.08% of reviews scored above the minimum threshold, 726, or 31.79%imetmi
threshold, and 12, or 0.13%, did not meet minimum requirements. The crisis plan item included in the POC Review Tool
showed that 1196, or 52.39%, scored above the minimum threshold, 1063, or 46.56%, met minimum threshold and 24,
or 1.05%, did notapp® LINR | 4G St & FF RRNBaa G(KS e2dziK FyR FlIYAfeQa Odz (
not meet minimum requirements receive only partial authorizations and are returned to the WAA for correction and
resubmission. The analysis of these POCstprovides strong evidence that youth and family culture is supported and
valued.

POC Review ToelYouth and Family Culture Items

Below Minimum Threshold 0.13% 1.05%
Achieved Minimum 726 31.79% 1063 46.56%
Threshold
Above Minimum Threshold 1555 68.08% 1196 52.39%
Total 2284 100.00% 2283 100.00%

Member Experience of Care Survéshe recognition of family voice and choice is one of the guiding principles that

truly separate$ NJ LI NRdzy R FNBY 20KSNJ AYyiSNBSylAz2yaod ClLYAfe @2A0
preferences should guide all aspects of cditee 2019 Member Experice of Care Survey provided Magellan with an
opportunity to engage with our youth and families while promoting family voice and choice at the slesteinThe
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FaaSaavySyid 2F 2dzNJ e2dziK FyYyR Tl YAt ASAaQ dormedbymhildidArAzy KSfE |
priorities and perspectives. The results allow us to utilize and increase program assets, assess the effectiveness of CSoC
as a whole as well as its individual elements, and determine when quality program strategies need revision. Of

respmses related to respecting family culture (n=410), the majority, 97.6%, were positive, while 2.2% were neutral and
only 0.2% were negative. Analysis of the language assistance responses can be seen in the next section.

Member Experience of Cargurvey 2019 Results

al3StftlryQa KSIFHtidKOFNS LI 97.6% 2204 0.2%
cultural and language needs.
alb3SttryQa ftly3dzZ 3S | aaa

. . . . 401 76.1% 23.7% 0.2%
interpretation, translation services).

A Treatment Record Reviewslagellan monitors providers to ensure services are delivered in a culturally competent
manner. Seventjour member records were reviewed, with all records showing evigeof culturally competent
service delivery. The results reinforce what was reported by members through the satisfaction survey; however, there
gla Fy 2LILRNIdzyyAide ARSYGAFASR AYy K2g LINPGARSNAE I NB R20O
assessment. We will continue to educate providers on the importance of this element through provider
communications and trainings.
Treatment Record Review 2019 Results

Record includes primary language spoken by the memb
64.86%
and any translation needs of the member.

Evidence of treatment being provided in a culturally

74 74 100%
competent manner.

Opportunities identified during 2019 will be the focus of the UM department in 2020, which includes:
Continuing efforts to expand the provider network, with emphasis on expanding diversity among provider demographics.
A Exploration of WAA facilitator demaogphic data to improve facilitateyouth matching.

A Collaboration with WAA facilitators to increase the focus on resiliency factors for the youth and family, including
protective factors related to social determinants of health.

A Conducting collaborative tiaing for certified assessors from all regions to ensure consistent application of assessment
and survey tools (CANS, IBHA, ACEs, etc.).

A Continuing implementation of a culturally competent program design, with ongoing efforts to identity emerging
culturalneeds, including those of racial minorities and LGBTQ+ youth.

The QIC evaluates data from multiple sources in our annual population assessment. Overall, Ndatiellag

the CSoC network is meeting the needs of its members as evidenced by posgithkesr experience, results of
provider monitoring activities and member demographic data. In 2@ERC Unit will continue to actively

address opportunities for improvement through the implementation of interventions to further improve the

Yy S 62 NJ Qa medttHelhedds bBféhe GSHC members. Senior quality, clinical, network and medical
leadership are continually involved in the review of our QI program, as well as ongoing provider availability and
accessibility monitoring, and have successfully implemeatednecessary changes when identified.
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In addition to actions taken through the structure of our QI program, the CSoC unit recognizes that a proactive
and intentional approach is needed to support the larger system of care serving our CSoC membership. This is
accomplished by: promotion of strgthsbased treatment; active, continuous engagement with the community;
and the implementation of an internal and external culturally competent program design.

Strengthsbased Care Planning

Despite exposure to risk factors, CSoC helps youth and fanaiigfigve in their homes and communities.
Research has shown that certain factors can help serve as a buffer, or protective shield, to counter some of the
negative impacts of being exposed to risk factors. Protective factors can include:

Positive Home red School Environments

Stable Parental Mental Health

High Levels of Social Support and Religious and Community Involvement
Positive Racial and Ethnic Identity

Outreach and Collaboration in the Community

As referenced in the assessment of social determimaf health, CSoC emphasizes the identification of

strengths and development of resiliency factors in order achieve positivetdonmgoutcomes. Principles of
wraparoundg such as Culturally Competent, Natural Supports, Comminaisgedg are incorporatel in

al 3Sft t ltofeRdiopeBajidRs to promote resiliency factors, with a goal of building upon the unique

strengths that are present in every individual we serve. One way that this is accomplished is through the
identification of strengths the CANS assment and use of those strengths in the development and

implementation of the Plan of Care. As previously discussed, Magellan implemented a Plan of Care Review Tool
in 2019, which allows our clinical team to further shape Plans of Care to promote bet@san the utilization

of strengths throughout the wraparound process. Please se&twtion 1\of this report for a complete

evaluation of program outcomes.

Community Engagement

Community engagement is important area of focus in order to serve G&iCand families. Magellan
demonstrates our commitment to engaging with our communities both corporately and here locally in
Louisiana. Examples of programs and activities implemented by the CSoC unit include:

Crisis Linedn response to tragedies and natural disasters, Magellan sets ugha4oll-free hotline for individuals

to access, regardless of whether or not they are Magellan members. FhewZrisis lines are staffed by behavioral
health professionals who puide free, confidential counseling services and other resources, such as referrals to local
non-profit organizations, shelters and additional commuHigsed support to assist individuals as they work to cope
with the feelings of fear, sadness, anger ampélessness.

NAMIWalksb ! aL>X GKS blradAaz2zylt 1ftAFLy0OS 2y aSydalrf LffySaas A3
organization dedicated to building better lives for the millions of Americans affected by mental illness. Year after year,
we find thatNAMI Walks bring out the best in our employees, and we truly value their participation. As a company
NE2GSR Ay O0SKIF@A2NYf KSFHfGKZ al3Stftly FLILXIFdzZREA | yR adzJ
and improve the quality of life dhese Americans. Since 2003, hundreds of Magellan employees, their families and
FNASYRa KIF@S LI NGAOALI GSR AYy blalL 2Frfla Fyyddtte G2 KS;
world-class treatment and recovery system for people with na¢iitness. Participating in the NAMI Walks is one way
that we demonstrate our commitment to the community members we serve while supporting a worthy cause. In
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addition, joining the walks supports a team atmosphere at Magellan and encourages employeeadtvg and
improve their overall health and wellness.

Magellan Cares Weelviagellan employees throughout the country participate this annual weeklong event where
employees organized charitable events, donation drives and handxtivities.

Magellan Cees FoundationLaunched in 2015, the Magellan Cares Foundation, Inc. is a nonprofit, charitable
organization with the mission to improve the health and weding of the lives and communities we serve. The
F2dzy RF A2y Qa T2 Odza -skalé OdaldzRcSessYandyqlialitys i@ pfaveimeng intlativés; b Bs that help
to improve the social supports around a quality healthcare system, such as access to housing, food, clothing or self
improvement opportunities; local efforts, including initiatived SuJ2 NJi SR o6& al 3Stfl yQa SYLX 2@
ddzLILIR2 NI ! YSNRAOFQa YAfAGEFENE &ASNIBAOS YSYOSNEX @OSGSNrya |
Volunteer Time Off (VTOMagellan offers fultime regular employees eight hours of paid VTO and-par¢ regular
employees four hots of paid VTO per calendar year.
Matching Gifts¢ KS al 38ttty /I NSa&a C2dzyRIFIiA2y YIGOKSa |y SYLX 2@ 8
$250 annually.
Magellan Youth Leaders Inspiring Future Empowerment (MY LIAE)LIFE is a corporate iniive for youth between
the ages of 13 and 23 who have experience with mental health, substance abuse, juvenile justice or fostdateate
issues or have a friend or family member coping with these isJilesprogram actively engages youth through
teaching, coaching and mentoring and empowers them to use their voices to inspire and create positive change for
themselves and others in their local communities. Besides Louisiana, MY LIFE has active groups in Arizona,
Pennsylvania, Nebraska, Wyoming andifi Through regular meetings MY LIFE provides opportunities for youth to
come together to create a community of support, plan activities and initiatives, practice social skills, learn from
presenters and provide peer mentoring. In 2019, MY LIFE in &woaikeld meetings in both Baton Rouge and
Shreveport. In 2020, further expansion of MY LIFE will be achieved through:

- Increase community contacts/partnerships and growth over the next 12 months

- Increase visibility and awareness of MY LIFE and CSoC Programs by attending events within the communities we

serve and provide educational information regarding MY LIFE and CSoC Program

- Plan events that generate good attendance and interaction

- Effectiveuse of budgetary funds to achieve maximum impact

- Coordinate a Youth Leadership Summit with community partners, providers, and state agencies

- Participate in Suicide Prevention and Awareness Activities with community partners and state agencies
Regional Addory Conferencest KS Ay GSyd 2F GKS w!/ A& G2 OoNAy3 (23S0KS
2N} LJ NRdzyR ! 3SyOASa 621130 CFYAfe@ {dzILIRNI hNBFYAT I GAz2
and courts. RACS are held in communities witfoal to provide education on CSoC and promote networking and

foster engagement with regional and local stakeholders across the state. In 2019, RACs were held in all nine CSoC
regions. In 2020, the CSoC Coordinators will hold 2 meetings per regionnengaip with each regional WAA.

The table below provides details on the activities and events in which Magellan participated to engage with the
communities of Louisiana.
Community Engagement and Activitie019

Date Event Description Area
3/11/2019 Meet & Greet w/ Empower 225 Participant East Baton Rouge Parish Are:
3/21/2019 MY LIFE Meeting Sponsored Event East Baton Rouge Parish Are:
4/3/2019 Summer Program Planning Participant East Baton Rouge Parish Are:
Sponsored Event
4/22/2019 Empower 225 Youth Advisory Board Meetinc and Volunteer East Baton Rouge Parish Are¢
Activity
4/25/2019 MY LIFE Meeting Sponsored Event East Baton Rouge Parish Are¢
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Date Event Description Area

Magellan Volunteer Day at Salvation Army ¢

5/6/2019 Greater Baton Rouge Volunteer Activity East Baton Rouge Parish Are:

5/23/2019 MY LIFE Meeting Sponsored Event East Baton Rouge Parish Are¢

5/24/2019 Empower 225 End of School Carnival Sponsor and East Baton Rouge Parish Are:
Volunteer

5/30/2019 MagellanVolunteer Day at Common Ground Volunteer Activity Shreveport

Sponsor and

East Baton Rouge Parish Are:
Volunteer

6/4/2019 Leaders in Training Summer PrograHygiene

6/11/2019 Leaders in Training Summer Prograbating Volunteer Activity East BatorRouge Parish Area

Leaders in Training Summer Progra@oping

6/18/2019 . Volunteer Activity East Baton Rouge Parish Are¢
with Loss
Leaders in Training Summer Prograktental . .

6/25/2019 Health Matters Session Volunteer Activity East Baton Roudearish Area
6/30/2019 Community Connections Resource Tabl_e_anc Monroe

Volunteer Activity
7/25/2019 MY LIFE Meeting Sponsored Event East Baton Rouge Parish Are¢
8/22/2019 MY LIFE Meeting Sponsored Event East Baton Rouge Parish Are¢
10/5/2019 Turning Over a New Leaf Extravaganza Resource Tabl_e_anc East Baton Rouge Parish Are:

Volunteer Activity

Sponsored Event
10/12/2019 AFSP Out of Darkness W&lkreveport and Volunteer Caddo Parish

Activity
10/19/2019 AFSP Out of Darkness Walk STpermser | East Baton Rouge Parish Are:
Volunteer

10/24/2019 MY LIFE Meeting Sponsored Event East Baton Rouge Parish Are¢
12/3/2019 MY LIFE Meeting Sponsored Event Caddo Parish

Resource Table anc
Volunteer Activity
Sponsored Event
12/19/2019 Empower 225 1st Annual Frosty Fest and Volunteer East Baton Rouge Parish Are¢
Activity

12/7/2019 My CommUNITY Cares Christmas Celebratic Livingston Parish

Culturally Competent Program Design

Magellan has built its programs and processes around an expansive definition of cultural competency in
healthcare and the expected capabilities of our providers to effectively render services that meet the cultural,
social, and linguistic needs of our meenb. When youth and families feel heard and understood by their

providers, they are more likely to actively engage and participate in treatment, which then positively impacts
member outcomes. These concepts of cultural competency extend to both treatntemtipg and wraparound

design and implementation. In a culturally based wraparound model, families exercise choice over the services
GKS8&8 NBOSAQYS:E FyR GKS GNBIFGYSyd GSFY dzyRSNRUGIYyRa |y
facilitationcfF YSYOSNEQ FNBSR2Y 2F OK2A0S Ay LINBPOARSNE GKIQ
and preferences.

Magellan collaborates with care providers that respect the diverse backgrounds of the individuals and families
served. Treatment modaliteemust acknowledge and support the behavior, ideas, attitudes, values, beliefs, and
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language of individuals. Magellan provides access to a comprehensive resource kit to support our provider
network on MagellanProvider.com. This resource kit contains atyast assessment tools, guidelines,

standards and resources designed to assist providers, agencies, and the Magellan organization overall to
enhance cultural and linguistic competence throughout the behavioral healthcare system. Magellan developed
training modules specific to Louisiana's cultural makeand monitors Direct Care Staff to ensure annual

Odzf GdzNI £ O2YLISGSyOe GNIAYyAy3 NBIdZANBYSyida I NBE O2 YL
to address emerging cultural competency needse Tollowing cultural competency trainings and resources are
available on our website:

Cultural Competency Resource Kitrovides training and information for cultural competency concepts and
application, including assisting providers to develop a Cultural Competency Plan

Cultural Competency Training Modulea) The Hispanic/Latino Community in Louisiana; b) LouisianaeNtierican
Indian Tribes; c) Viethamese in Louisiana; and, d) Why-Crudasral Competency?

Through the use of materials in this kit, one can, for example, conduct-asse§sment of providdevel

cultural competence, assess organizational strength growth areas with respect to cultural competence, and
carry out member evaluations of healthcare provider cultural competence. In addition, a variety of tools and
resources are included to assist provider agencies in developing realistic and increongatatational cultural
competence plans. Some of the key areas addressed in this kit include:

Cultural Competence Guidelines and Standards

- American Psychological Association, Guidelines on Multicultural Education Training, Research, Practice, and
Organzational Change for Psychology www.apa.org

- Department of Health and Human Services Cultural and Linguistic Competence Standards
http://minorityhealth.hhs.gov/

- SAMHSA Cultural Competence Standards in Managed Care Mental Health Services: Four
Underserved/Underrepresented Racial/Ethnic Groups
http:// nrchmh.org/ResourcesMHAdminsLeaders/Cultural%20Competence%20Standards%20SAMHSA. pdf

- Association of Multicultural Counseling and Development (AMCD) Multicultural Counseling Competencies
- National Association of Social Workers, Standards for Cultural Congeeile Social Work Practice
http://www.naswdc.org/practice/standards/NASWculturalstandards.pdf
Key Components of Organizational Cultural Competence
- Organizational Cultural Competence Assessment Tools
- Multicultural Competence Service System Assessmeratsivie
- Organizational Cultural Competence Plan Template
- Strategies for Completing the Cultural Competence Plan
- Sample Cultural Competence Action Plan 18
- Clinician/Service Provider Cultural Competence Measures
- The Multicultural AwarenesKnowledgeSkils Survey
- Cultural Competence Selest
- Cultural Competence Information Sheets
- Cultural and Linguistic Definitions
- Web Resources
- Cultural Competence Related Books
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Avallability and Accesslity of Practitioners and
Providers

When analyzing provideavailability and accessibility standards, it is important to understand the larger

Medicaid framework in which Magellan operates. CSoC is a specialized behavioral health plan managed by
Magellan for a subset of 2400 youth and families within the largeribéed population. Managed Care

Organizations (MCOs) are responsible for the administration and management of physical, behavioral health and
pharmacy benefits for the remaining Medicaid youth and adult population. Louisiana Department of Health
(LDH) curretly contracts with five MCO plans to manage over one million Louisiana residents eligible to receive
Medicaid benefits. For members that qualify, CSoC provides intensive care coordination and expands member
access to specialized support services not alglto the general Medicaid youth population. Members are
NEFSNNBER (2 / {2/ 0GKNRddzZZK GKSANJ) a/h FyRX {KNRdJzZaK2 dzi
manage physical and pharmacy benefits, as well as residential behavioral health servicetiom @dskerving

only a small percent of the overall Medicaid youth population, member enrollment periods are relatively short
(i.e., average enrollment of ~360 days); thus, members are transitioned from plans at enrollment and again at
discharge. Becaus# this, LDH serves as the necessary leader on the identification and implementation of
systemlevel and statewide network initiatives, such as expanding access to evidbased practices,

establishing the standards used by MCOs and Magellan to infotworliedevelopment and management, and

to ensure CSoC members can seamlessly transition between plans when needed. It is through this collaborative
partnership that Magellan ensures that CSoC youth and their families get the right support and serviwes, at t
right level of intensity, at the right time, for the right amount of time, from the right provider, in order to keep,

or return children to, their home and their communities.

Availability of Practitioners andProviders QI04, Elemen8, Factors 1.7

The CSoC Unit monitors the availability of behavioral healthcare practitioners and providers to serve our
members by establishing quantifiable and measurable standards for the number and geographic distribution of
each type of behavioral healtheapractitioner and provider. Performance is analyzed against these standards
on a quarterly and annual basis to quickly identify opportunities for improvement and respond swiftly through
the implementationof interventions, which are then measured to ass effectivenes®ecause Magellan
functions within a larger Medicaid system, the CSoC unit adopts the availability standards set forth bpHDH.
defines behavioral health practitioner and provider types as Behavioral Health Specialists (i.e., gstychiatr
psychologist, APRN, and LCSW) andMBrOutpatient providers (i.e., psychologist, LPC, LMFT, LAC, and
ambulatory outpatient facility) for Magellan and the five other contracted Managed Care Organizétions.
addition, Magellan applies corporate standards using a broader range of provider types to further assess the
sufficiency of our network composition.

LDH Availability Standards

[ 2dZA &AL Yl 5SLI NIYSyd 2F 1 Sl 0KQAatwa(d) psycRiatrstRger 18,8000 RSy a
members and two (2) Behavioral Health Specialists per 10,000 menib@ establishestandards for

geographic distribution as average distance (in miles) and driving time (in minutes) to the nearest provider.
Geographic tribution standards are based on geographic classification and provider type, as outlined in the

table below. LDH sets the goal for these standards at 100% regardless of geographic location of the member or
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type of practitioner A minimum performance thashold is defined as 90%. When performance falls below the
minimum threshold, more formal interventions or quality improvement activities are needed. LDH density and
distribution standards are documented in the table below.

Geographic Density by Providd@iype¢ LDH Standards

Behavioral Health Specialigts.e., psychiatrists, 2:10.000
psychologists, APRN and LCSW 0

Non-MD Outpatientc i.e., psychologists LPC, LMF| 2:10.000
LAC, ambulatory outpatieriacilities 0

Geographic Distribution of Practitioners and Providerd DH Standards

Urban Members

Behavioral Healtl$pecialistg i.e.,

. . 0 0
psychiatrists, psychologists, APRN and LC¢ 15 miles 30 minutes 90% 100%

NonMD Outpatientc i.e., psychologists LPC

. . 0 0
LMFT, LAC, ambulatory outpatient facilities Er mlies SO LIS 2o Ll

Rural Members

Behavioral Healtlspecialistg; i.e.,

I I 0, 0,
psychiatrists, psychologists, APRN and LC¢ £ it ORIIEIES el L

Non-MD Outpatientc i.e., psychologists LPC

i I 0, 0,
LMFT, LAC, ambulatory outpatient facilities 90 miles 120 minutes 90% 100%

Annual analysis is conducted based on the number of members enrolled and providers credentialed and
contracted as of the last day of the reporting period. For this analysis, 2207 were fully enrolled on 12/31/2019,
with 624 classified as urban and 1,58N\eHzNJ f YSYOSNBE® ! & 2F MHKOMK H3BOM (DX
behavioral health specialisiis 274 locations and 535 nevD outpatient providers in 477 locations. The

following tables provide the density and distribution rates for 2019.

2019 Resul for Geographic Density by Provider Typ&DH Standards

Behavioral Health Specialists.e.,
psychiatrists, psychologists, APR 2:10,000 2,207 Met
and LCSW

NonMD Outpatientc i.e.,
psychologists LPC, LMFT, LAC 2:10,000 2,207 535 Met
ambulatory outpatient facilities
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2019 Results for Geographic Distribution of Practitioners and Providdt®H Standards

Urban Members

Behavioral Health Specialist$.e., psychiatrists,
psychologists, APRN and LCSW

1.6

2.7

100%

Non-MD Outpatientc i.e., psychologists LPC, LMF
LAC, ambulatory outpatient facilities

1.2

2.0

100%

Rural Members

Behavioral Health Specialist$.e., psychiatrists,
psychologists, APRN and LCSW

10.2

11.4

97.9%

Non-MD Outpatientc i.e., psychologists LPC, LMF
LACambulatory outpatient facilities

5.7

6.3

100%

In 2019, geographic density standards were met for both provider types. Further, the results showed that 100%

of urban members had the desired access to both provider types. Likewise, 100% of memberg iresidad

areas of the state had access to behavioral,-MiID outpatient practitioners. The only standard that was below
T2 NJ NIXzNJ §
desired access. Althoughd nonMD outpatient practitioner availability fell below the goal by 2.1 percentage
points, the minimum performance threshold was exceeded by 7.9 percentage points, with only 36 members
lacking desired access. In addition to these indicators, the N&€valkiates the average miles and driving time
for the five closets providers/locations for both urban and rural members. On average, fivdDautpatient
providers were available to members within 22.6 miles or 25.3 minutes, which exceeded the ghbstidioce by

iKS LISNF2NXIyOS 321t 61 4

7.4 miles and driving time by 4.7 minutes.

YSY0oSNAEQ

Geographic Distribution of Behavioral Health Specialists, Rural Members

Distance/Time to 1st closest provider 10.2 11.4
Distance/Time to 2nd closest provider 13.6 15.3
Distance/Time to 3rd closest provider 151 17

Distance/Time to 4th closest provider 19.2 21.7
Distance/Time to 5th closest provider 22.6 25.3

Magellan Availability Standards

I 00Saa

In order to facilitate a more comprehensive assessment of network availability, the CSoC Unit also examines the
F2NJ RSTFAYAY 3

ySig2N] daAy3 al 3Sttl yQa

A Psychiatrists and other behavioral health physicians
A Nonphysician, doctoralevel practitioners
A Nonphysician, nordoctoral level practitioners
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A Inpatient facilities & programs
A Ambulatory/outpatient care facilities

Geographic distribution standards are based on geographic classification and providerstgpglined in the
GFLotS o0St2¢d al3aASttry asSia GKS (I NBSO MWebsiBan&2t R T2 N
distribution standards are documented in the table below.

Geographic Density by Provider TypeMagellan Standards

Psychiatrists and other behavioral health physicians 2:10,000
Nonphysician, doctoralevel practitioners 2:10,000
Nonphysician, nordoctoral level practitioners 6:10,000
Inpatient facilities 1:20,000
Ambulatory/outpatient care facilities 2:20,000

Geographic Distribution of Practitioners and Providerslagellan Standards

Psychiatrists and other behavioral heal 15 miles | 30 minutes| 90% 30 miles | 60 minutes| 80%

physicians
Non-physician, doctoralevel . . o . . 0
practitioners 15 miles | 30 minutes' 90% 30 miles | 60 minutes 80%
Non-physiciannon-doctoral level . . 0 . . 0
practitioners 15 miles | 30 minutes' 90% 30 miles | 60 minutes 80%
Inpatient facilities 15 miles | 30 minutes| 90% 30 miles | 60 minutes| 80%

Ambulatory/outpatient care facilities 15 miles | 30 minutes' 90% 30 miles | 60 minutes 80%

TheNetwork Strategy Committee (NSC), a subcommittee of the QIC, evaluates availability standards for
members with a geographic classification of urban and rural. The NSC sets a performance goal of 90% for rural
members and 80% for rural members for both tretmne and distance. The tables detail the standards and

goals by provider type for urban and rural member access.

2019 Results for Geographic Density by Provider Tgpéagellan Standards

Psychiatrists and other behavioral . o .
health physicians 2:10,000 2,207 128 Met
Nonphysician, doctoralevel .
practitioners 2:10,000 2,207 49 Met
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Norrphysman nordoctoral level
practitioners SUDELY e
Inpatient facilities 1:20,000 2,207 33 Met
Ambulatory/outpatient care facilities 2:20,000 2,207 480 Met

2019 Results for Geographic Distribution of Practitioners and Providg¥dagellan Standards

Practitioner Types mmam Goal %Sggrzrglfgcs:ev;is'th
PSYChiart]fsatﬁhagﬁyztizgnzeha"iore 128 12 90% 100% 80% 96%
O acitoners | 49| 4L o orame e 725%
NonphySis::rg{ngrﬁ?SCtoral level ' 356 319 | 90% 100% 80% 99.9%
Inpatient facilities 33 33 90% 100% 80% 100%
Ambulatofrg(/:(i)"l:itgstient care 480 472 90% 100% 80% 100%

AverageGeographic Distribution to Closest ProvideType of Practitioner and Provider

Miles Minutes Miles Minutes
Psychiatrists and other behavioral health physicians 2.1 3.6 135 15.4
Non-physician, doctoralevel practitioners 5.9 9.4 394 45.3
Nonphysician, nordoctoral level practitioners 1.3 2.2 7.5 8.3
Inpatient facilities 5.3 9.9 194 22.0
Ambulatory/outpatient care facilities 1.2 2.1 5.2 5.6

Member Experience of Care

In addition to continually monitoring performance against geographic density and distribution standards, the
CSoC units also closely monitors member experience with provider availability through the analyses of
grievances and member survey data. During@Magellan did not receive any member grievances regarding
the availability of providers. Furthermore, over 95%rafmbers responded positively when asked if they were
happy with the choice of healthcare providers through Magellan and 90% reported preédéce locations

were convenient.

CSoC Unit QIC Approval Date3/19/2020

Confidential Proprietaryand Trade Secret Information.

Page40| 193




CSoC Unit
Quality Improvement; Clinical Management Program Evaluation
01/01/2019%:12/31/2019

Member Experience of Care Surveg019

I am happy with the choice of healthcare providers | h: 95.9% 2 204 1.9%
through Magellan.
Servicdocations areconvenient(parking,public

0, 0, 0,
transportation,closeto home,etc.). 409 90.0% 8.1% 1.9%
Out of Network(OON)Requests QI06, Element A, Factor 3
QI06, Element C, Factons4l

The CSoC network department tracb®Nrequests to identify opportunities for improving network availability.

It is important to note that there are not adverse consequences, such as increased out of pocket expenses for
the utilization ofOONproviders fa our members. When a request f&ONproviders is received, it is viewed as

an opportunity to engage and recruit providers for the CSoC network.

The numbeiof OONservice requests by unique providers remained consistent between 2018 and 2019 with 20
and21 agreements, respectively. Eighteen of the 20 providers in 2018 contracted with the CSoC network while
15 of the 21 contracted in 2019. The marked increase in the total number of requests was directly attributed to
43 member requests for a single inpattgrovider, all of whichwere managed througBingle Case Agreements
(SCAJjo ensure there were no barriers in accessing care. The requests were receivedtdadogtracting

period, which was in process foearly seven months he barrier to a timeliecontract execution for that

particular inpatient provider was a lengthy rate and contract language negotiat@slrequests are generally
related to continuity of care, specialty needs, and geographic releid.isespeciallyimportant as members
trangtion from the MCO to Magellan in order to ensure continuity of cameolling in CSaM®espite the

increase there were no member or provider appeals related toQ@N member requestshé& table below

details the reasons for otdf-network requests for 208 and 2019.

Analysis Reason for OON Request

Reason Number Percent Number Percent
Continuity of Care 14 70% 36 65%
Specialty Need 3 15% 2 31%
Geographic Need 3 15% 17 4%

Home and Community Based Service (HCBS) Providers

Magellanactively manages HCBS providers who provide Mental Health Rehabilitation (MHR) services, including
Community Psychiatric Support and treatment (CPST), Psychosocial Rehabilitation (PSR), Crisis Intervention, and
Crisis Stabilization. MHR services are adglest all Medicaid eligible members; thus, MHR service providers

are typically contracted with one or more of the five Managed Care Organizations responsible for behavioral
health service benefits for the larger Medicaid population. Unlike the MCO & So&etwork is responsible for
managing providers contracted to provide specialized waiver services that are only available to CSoC members.
The waiver services include Independent Living Skills Building (ILSB) aAgi&ihé&espite (STR). In addition,

LDH and Magellan jointly manage Wraparound Agencies (WAAS) for each of the nine CSoC regions and a
statewide Family Service Organization (F8@th ofwhich are certified byDHand contracted withMagellan.

Magellan also ensures the network includes canted and credentialed Federally Qualified Health Centers
(FQHCs),ocal Governing Entities (LGESs), and rural health and sbhsetl clinics. Magellan has also worked to
support LDH in building a crisis network and recruited and contracted with Lous@na¥ A NA G ONX a i a 2
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unit in 2017. Unfortunately, due to poor referrals, the unit closed in August 2019. Magellan swiftly recruited and
contracted with another qualified crisis stabilization provider in October 2019. However, because of the low
number of covered lives managed by the CSoC Contractor, MCOs must also contract with this provider to ensure
sufficient and consistent utilization of services in order to support a sustainable business for the provider.

Other notable network management tidgtives implemented by LDH and Medicaid in 2019 include the
development of an MHR Task Force, which connected MCOs, Magellan, and MHR pravidemsmary goals

of this task force were to ensure members receive medically necessary, individualizesthesngthsbased

services resulting in personal growth, as well as increasing the use of natural supports. As part of the workgroup,
Magellan and the MCOs were tasked with making recommendations for MHR program improvements. One
recommendation was to incoruate a Facility Needs Review (FNR) process for new MHR provideis.&FNR
prerequisite (for specific provider types) that must be completed prior to applying for initial licensure in the

state of Louisiana. A review is conducted for HCBS (Supervisqrbiviimt Living, Personal Care Attendant

Services and Respite) and Behavioral Health Service providers (CPST and/or PSR) to determine whether there is
a need for additional providers to be enrolled with Medicaid. This change resulted in a decline in Miderpro

in 2018; howeverthrough assertive providesutreach, providewebinars, surveysnd partnershipsvith

WAAsthe CSoQ@nit has seen a steadgycrease irwaiver and behaviordiealth service providers in 2019.

Summary of Findings and Analysis

The gographic availability and density data for 2019 showed that urban CSoC members had a sufficient number
of providers available across all providers types. In addition, availability of providers for rural members exceeded
goals for all providers types, withe exception of nofphysician, doctoralevel practitioners. The percent of

rural members with desired access for this provider type was 7.5 percentage points below the goal of 80%.
Although, Magellan strives for 100% of members having the desired aocakselevant providers, it is

important to evaluate other data sources when examining the overall sufficiency of the network to meet
YSYOSNEQ ySSRad aSYoSNBR SELISNASYyOS 2F OF NB adsaNBSe R
satisfied WithLINE A RSNAR | @F At 0t S Ay al 3SttlyQa ySGig2Nyl® LYy
regarding lack of provider availability in 2018 and 2019. In 2019, there was an increase in the overall number of
OON requests; however, it was not related to thaidability of outpatient providers for rural and urban

providers, but rather was due to single inpatient provider in the process of credentialing with Magellan.

Despite the strong performance against established goals, the CSoC network departmeniaiynsitnives to
identify and credential practitioners, providers, and specialized behavioral health providers to improve member
availability to care, including recruitment of those identified through-ofshetwork treatment agreements to

meet identifiedgeographic and specialty needs.

Barriers Identified
Absence of practitioners in rural areas.
Non-competitive rates for practitioners.

Recruiting and maintaining providers for shtgtm respite, especially in rurakeas,due to lowreimbursement and
high startup costs.

Inability to provide shorterm respite in a group setting, or with multiple siblings, has also been detrimental to recruiting
and/or retaining STR providers.
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The required curriculum for new sheterm respiteproviders was discontinued by the vendor In May 2018 and LDH is
working on a replacement. Existing shtetm respite providers can expand these services. However, new providers
may not be credentialed and contracted for this service until the new cuanci$ available.

Historical reliancen hospitalizations (by families, caregivers, and first responders); licemsstgctions;low
reimbursement, and provider fear of losing members to crisis stabilization providers fedisa$iarge services remain
barriers to increasing access to crisis stabilization.

Interventions
The CSoC unit developed a Network Strategy Committee (NSC), chaired by the Network Development
Administrator, whose purposisto reviewservicecapacityand programdevelopment initiativesThe
committee initiatesthe recruitmentof providers, including he WAA andSOto ensurethat unmetneeds of
the local communities arglentified and addressedThis committee develops and implements strategies to
meet the needs for network expansion in each region. Its intent is to address increasing capacityviygile
community, as well as internal and external stakeholders in developing creative solutions. The committee strives
to ensure network sufficiency by leveraging internal subject matter experts (SME). The service development
priorities and approachegary from rural areas to urban areas and include stakeholder input, targeted outreach
0N 0S3IASas FyYyR RIFEGE Fylfearad ¢KS b{/Qa AylaSyd Aa
rather to make informed decisions for expansion of applieaervices in areas of true need, while mitigating
the risk of over or underutilizatiohe NSC has a muftionged approach for evaluating member needs,
including:
Reviewof nonparticipating providerutilization data,GeoAccess dat@ndappointment availabilitydata for network
analysis taleterminestrategic development gaps
Collection ofmember survey data to evaluate access to care
Review of input receiveftom provider surveys
Review of member and providgrievances
Evaluation of thelata on the needs reporting form when there are no providers available for needed services
Work collaboratively with the WAA and LDH on development and expansion of Evidence Based Practices (EBP)
Work collaboratively with LDH to address barriers to serexpansion

Explore provider incentive opportunities such as rate increases or Value Based Purchasing (VBP)

The NSC evaluated current trends in access and delivery of outpatient services provided by licensed mental
health professionals. As a result bht evaluation, Magellan increased reimbursement for all outpatient
services provided by licensed mental health professionals by 25%, effective July 1, 2019. This intervention
resulted in a 179.83% increase in practitioners between July 1, 2019 and Dec&mBe19.

Growth in Network Practitioners during 2019
Provider Type As of 06/30/19 As of 12/31/19 Change

Psychiatrist 6 14 8
Psychologist 2 3 1
APRN Prescriber 8 8 0
APRN 0 1 1

LPC 4 28 24
LMFT 0 3 3

LAC 1 1 0
LCSW 3 7 4
Total 24 65 41
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A rate increase was also made for shigmm respite providers to increase availability of this service. As a result
of this increase, an existing provider was able to expand service locations. This increased availability of the
service to all CSoC regigmasulting in a 50% increase in sht@tm respite service locations from 2018 to 2019.

Short Term Respite Care Provider Service Locations

Region
Region 1
Region 2
Region 3
Region 4
Region 5
Region 6
Region 7
Region 8
Region 9

Total

Recommendations for 2020

2018
2
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Continue recruiting additional providers for shderm respite service when the new curriculum becomes available.

Develop a workgroup texplore the barriers and misperceptions of crisis stabilization to determine need and

applicability of the service.

Accessibility to Practitioners and Providers

Magellan believes that members are to have timely access to appropriate mental health atahsehsse
services from an imetwork provider 24 hours a day, seven days a wé&éls section provides a review of a
variety of activities used to measure the extent to which we are able to provide and maintain this access to

behavioral health care for ayouth and families.

Telephonic Accessibility

Magellan's internal system, Avaya CM Supervisor, tracks all calls and allows supervisors to monitor calls, live or
recorded, for quality evaluation of staff. Key indicators that are monitored by Ss€@nit include call

abandonment and Average Speed to Answer (ASA). The ASA is definetbas of seconds, on average,
before a call to the member services unit is answered. Nimaber of Calls Abandoned is defined as the

percentage of calls that reach M&d t | y Qa

y nn

tAYS

Iy R

NG

L F OSSR AY

lj d

hanging up before a member representative answers. As required by LDH, the CSoC unit includes 100% of calls
when calculating these indicators and sets a goalohbandonment ratef >§% and an average speed to

answer o80 seconds. In 201¢he CSoC unit exceeded performance goals for both telephonic accessibility
indicators, with a call abandonment rate of only 1.25% and an ASA of 7.18 seconds.
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Telephone Accessibility Indators

2018 2019
Goal Numerator Denominator sz Numerator Denominator Pz
Average Average
el At;zaa”t‘;onme”t 5% 249 8,044 3.10% 113 8,912 1.25%
Average Speed to
Answer (ASA)in 20 152,729 7,795 20 109,967 8,729 718
seconds seconds seconds

seconds

Praditioner/Provider Accessibility QI05, Element AFactors 15

Medicaid and LDH outline the specific indicators and procedures for how accessibility is monitored for both
Managed Care Organizations (MCOs) and Magellatcordance with customer requirements, Magellan
requires practitioners/providers to have emergent appointments accessible to members within one hour of the
request and urgent appointments within 48 hours of the request. In addition, the CSoC Unit adoptsitine
appointment standard set forth by LDH of fourteen calendar days, which is more restrictive than the NCQA
a0l yRINR 2F GSy o0dzaAySaa RlIead [51Qa Y2YAG2NAyYy 3 LINR
Onsite provider reviews
Secret shoper surveys
Provider demographic attestations

Member/provider experience (i.e., member grievances, provider complaints and member/provider experience of care
surveys)

In 2019, the network department added two additional staff exclusively responsible obrietwonitoring,

including the evaluation of compliance with accessibility standards. The additional staff expanded the scope and
scale for completion of network audits and improved the capabilities of the identification of trends and
opportunities acrosshe network as a whole.

Provider Onsite Reviews

Rendering providers are randomly selected each quarter based on contracted services. All providers contracted

and rendering a specialty waiver services are reviewed annually. All other rengdawiriders are selected

randomly for review. During the onsite review, network auditors review policies (e.g., look for evidence of

written policy and procedure documents that outline how appointments are to be scheduled in a manner that

adheres to requirerants as indicated in sections 6.3.%.8.3.1.2.2.4 of the SOW) and observe appointment

procedures (e.g., monitor scheduling process, observe next available routine and urgent appointments to ensure

time requirements are met, look for evidence of crisiseage/oncall schedule) to ensure compliance with

crisis mitigation service availability (appointment within 1 hour), urgent appointment availability (within 48

hours) and routine appointment availability (within 14 days). LDH defines Crisis MitigatioceS as a
SKI@A2NIt |1 SFEGK {SNIBAOS o6.1 {0 LINRPJARSOUORcaH aaAradl y

telephone assistance to prevent relapse or harm to self or others, referral to other services, and support during

related crises. NS FSNNI £ (2 dpmm 2N I K2aLIA Gt Qa SYSNASyoOe RS

crisis mitigation. Goals for provider accessibility are established by LDH as 95% for emergent and urgent and

70% for routine appointments. The CSoC network hastaiaed consistently high performance in 2018 and

2019. In 2019, 99% of providers were compliant with all levels of appointment access. The following table

summarizes 2018 and 2019 appointment access standards as evidenced by a review of processeddand pro

policies during network audits.
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Results from Provider Onsite Reviews

Number Number
Category Standard Goal Number w/in % Met  Number w/in % Met
Standard Standard
Emergent 1 hour 95% 66 66 100% 65 64 99%
Urgent 48 hours 95% 66 66 100% 65 64 99%
. 10 business
Routine days 70% 66 66 100% 65 64 99%

Secret Shopper Calls

In 2019, LDH added an additional measure to monitor compliance with provider adherence to appointment
FOO0OSaaAroAtAle adlyRFENRAOD ¢KS AYRAOIFG2N) dziAat Al Sa |
requests for appointments under relife drcumstances. Magellan worked with LDH during Q1 and Q2 of 2019

to establish standardized procedures for conducting calls. Procedures were pild@@&dand finalized in Q4.

Providers were randomly selected for review; however, due to the phased impletiant the initiative, the

number of providers selected was not consistent for each appointment type. The initial results showed provider
compliance for urgent and routine appointments exceed the performance goals. Although the number of
providers auditeds low, it appears that emergent access will be an opportunity for improvement, with only one
of the eight providers meeting LDH standards.

Results of Secret Shopper Calls

Emergent 1 hour 95% 12.5%
Urgent 48 hours/2 calendar days 95% 11 11 100%
Routine 14 calendar days 70% 12 12 100%

Provider Attestations of Demographic Information

In order for members to be able to accurately locate providers who are accepting new members, it is essential
GKFG OdzNNByYy iz GFftAR AYyF2NXIGA2Yy Aa | 00SaaroftsS G2 YS
fields includdocation, provider ype/specialty, hours of operation, accepting new members, and availability just

to name a fewMagellan requires all providers to attest to the accuracy of information once every six months

Al al 3StflFyQa LINEGARSNI L2 Niidretl on a uanétyibssis th engureddgoitgl G S &
compliance with the requirement.

2018 4%
2019 494 468 95%
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In 2018, 260 providers were audited, with only 74% having completed the required attestation. The network
department successfully implemented interventions as outlined below, which contributed to a 95% compliance
rate in 2019, an improvement of 21 percegtapoints.

A Reminding behavioral health providers to maintain their practice information via our quarterly All Provider calls in
March, June, and September 2018

A Reminding behavioral health providers to maintain their practice data via an announcemkemteiddn the provider
postcard that accompanied the new Provider Handbook in June 2018

A Reminding behavioral health providers via amail blast to maintain their practice information in March 2019

A Reminding behavioral health providers to maintain themgice information via our quarterly All Provider calls in
March and September 2019.

A Due to the effectiveness of these interventions, Magellan will continue to issue reminders via the All Provider calls, e
blasts, and quarterly newsletters.

Member/Provider Experience of Care

In addition to continually monitoring compliance via provider quarterly audits, survey phone calls, and
attestation of availability, the member experience in accessing care is monitored through member grievance
data andannual satisfaction surveySlember grievances are defined as grievances for Length of Time to Get
Appointment and Inability to Find Provider. There were no member grievances related to availability in 2018 or
2019. Further, over 97% of members surveyegobiréed providers were available at convenient times.

Member Experience of Care Survey019 Results

My child can get urgent treatment as soon as it is need 409 94.4% 3.9% 2.2%
Theservices my child re_celves through Magellan provid 211 97.3% 1.9% 0.6%
are available at times that are good for me.

Follow-Up Appointment for Routine Care

In addition to emergent, urgent, and routine appointment accessibility, Magellan also evaluates member access
to follow-up routine care appointments for both prescribers and fpyascribers. Follovap routine care

appointments are defined as avisitat$aNE a LISOAFASR RIFGS G2 S@lrtda S GKS
that have taken place since a previous visit.

Non-Prescriber

In order to calculate this rate, the date that the member is referred into CSoC was established as the initial
appointmentdd 5 dzNAY 3 GKS AYyAGAFf NBFSNNI X GKS OF NBIAGBSNI /
Magellan to identify the clinical needs of the member. Following this, Magellan will refer the youth and

OF NBIAGSNI (2 | LINI O @alArapazoyirs Ngehcyl Raitkéfoll@yefoizaokmescribes 8 A 2 Y

the percent of members who are seen by a practitioner within 30 days of referral. Because the Wraparound

model is based on intensive care coordination, Magellan establishes a goal of 99Uiifer follow-up

appointments. During 2019, 2063 members were referred to a practitioner with 2062 members being seen

within 30-days for a compliance rate of 99.95%, which exceeded the established goal.
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Prescriber
Routine followup care for prescribersidefined as a subsequent visit with a prescriber withid&@s of the
initial prescriber visit. CSoC members enrolled in CSoC befit¢@h and 1002 of the measurement year are
included in the denominator. Because Magellan is not responsibighimmmacy or physical health benefits,
there are several factors to consider when establishing the goal for falfpwoutine rate for prescribers, which
include:
Due to barriers in the accessibility and availability of prescribers, many ambulatory ontpatieriders contract
directly with prescribers as a vakaglded benefit for their members to provider medication management services.
Typically, the provider does not submit claims for service reimbursement for the services. Because of this business
arrangement, claimsased measures may underreport the actual rate.

In Louisiana, like most states, PCPs often provide behavioral health medication management to youth and children. PCP
ASNIAOSa NB O20SNBR (KNERdIzZZK ( KSaccduntddfok i@ this caltutation. | y R (1 K dz& .

As a result of these factors, the goal for routine folopvcare for prescribers is set for 80%. In 2019, 120
members had an initial prescriber visit, with 83.33% of those members having a-tglpvescriber visit within

90-days. This was 3.33 percengagoints above the established goal.

Routine Care Followup Appointment Accessibility

Provider Type Numerator Denominator % Met
Prescribers (within 90 days) 100 120 83.33%
Non-Prescribers (within 30 days) 2062 2063 99.95%

Summary ofFindings and Analysis

Telephonic accessibility indicators surpassed goals in 2019, with a call abandonment rate of only 1.25%, and an
average speed to answer (ASA) of 7.18 secdbdsite reviews indicate that 99% of providers had the necessary
policies and procedures in place to ensure member access to emergent, urgent, and routine care. The network
department successfully implemented interventions to ensure providers had cusrehvalid data available to
members through the provider search engine, which contributed to a 95% compliance rate in 2019, an
improvement of 21 percentage points from 20Member experience of care survey data indicated that over

97% of members reportethat providers were available at a time convenient to them 84d4% of members

(n=409) reported that their child is able to obtain urgent treatment as soon as it is needed. As with availability,
no member grievances were reported for accessibility in 20h@re were also high levels of engagement with
non-prescribers following the initial referral, with 99.95% of members having a routine foifpwsit. There

was an opportunity to improve accessibility to emergent care as measured through secret shalpgdBarriers

and recommended actions are outlined below.

Barriers

Feedback from Wraparound Agencies often indicates providers lack understanding of emergent/crisis situations and/or
their obligations in them.

Providers not complying witpolicies for emergent availability.
Secret shopper callers may not be specific enough with the intent of the calls.

Secret shopper callers may not understand the desired intent and documentation of results may be a factor in low
compliance.
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Recommendains for 2020

A Develop a comprehensive provider training on all appointment requirements including, but not limited to, definitions
for all appointment types, provider responsibilities, and compliance expectations and remedial activities-for non
compliance The training will be mandatory for all providers, WAAs and Magellan staff.

A Continue to issue appointment access remainders via the All Provider eblissts, and quarterly newsletters.
A Enhance the call scenarios to be more explicit for the targeted provider types.
A Retrain secret shopper call staff.

One of the benefits offerd to CSoC youth and families is the development ofdividualized, youth and

family-driven Plan of Care (POC), which specifies the type, amount, duration and frequency of services needed

G2 YSSG GKSANI dzyAljdzS y SSRA P sCaeSvasagersiatiedisionte Mtery-NB OA S g S
days to review individual member services and utilization to ensure member needs are met. Wraparound
Agencies are responsible for surveying members at least monthly to ensure the POC is being implemented in
accordarce with their needs. If barriers are identified, the Wraparound Agency prouidégdual remediations

to support the youth and family. The results are analyzed quarterly, with a goal of 90% compliance. In 2019,

over 95% of members reported receiving\gees in the type, amount, duration, and frequency specifietieir

POC in all 12 months of 2018Bhis provides evidence in the sufficiency of our network to successful meet the needs

of our youth and families.

Access to Services as Specified on theXoK Q& t f-Mghthlg Member Suley

Janl9 2262 2325 97.29%
Feb19 2262 2324 97.33%
Mar-19 2240 2305 97.18%
Apr-19 2233 2290 97.51%
May-19 2227 2284 97.50%
Junl9 2212 2277 97.15%
Jut19 2202 2264 97.26%
Augl9 2197 2266 96.95%
Sepl9 2138 2208 96.83%
Oct19 2115 2201 96.09%
Now19 2166 2231 97.09%
Dec19 2115 2207 95.83%
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Quality Work Plan Evaluatior] oo sements, Factass

Annually, theCSoC Unifevelops a comprehensive quality work plan with goals and prioritized objectives

including customer requirement$his plan serveas a mechanism tassess quality performance, identify

opportunities for improvement, initiad | NASGSR ljdzt ft Ade AYyUGSNBSyiGA2yasz | yF
effectivenessThe/ { 2 /  QuAlky(iMark Plaestablished three goals, with elevebjectivesestablished to

meet these goalOf theeleven objectives, six were fully met, onaswartially met, and four were not mef

brief summary evaluating our progress in achieving are objectives is detailed below.

PositivelyinfluencingHealth and Welbeing, Including Member Safety

Improve the percent of members showigtinical improvement as assessed by the Child and Adolescent Needs and
Strengths (CANS) assessment (initially, and upon discharge) from the 2018 Year to Date (YTD) rate of 73.6% to 75%
- This goal was almost met as the 2019 rate was 74.4%. Further infoman be found in the Child and
Adolescent Needs and Strengths Assessment (CANS) section.

In 2019,develop and begin implementation of an Outcord@sven Reimbursement Payment Model with Wraparound
Agencies (WAAS).
- This goal was met as evidenced by timplementation of ahree-year strategywhich includes the following
project milestonesautomation ofWAAclaimsby 202(Q identification of claims modifiers to improve iefencies
of data exchange with WAAs by 202hd thecreation scorecard to measutdaimsbasedmetrics enhancing
our capabilities to measursmember outcomesby 202. Please see thletwork Managemensectionfor more
information on theproject plan.

Increase the rate for thelEDIS®@-day Followup After Hospitalization measure fron6%in 2018 to 60% forin 2019

- There were 174 youth seen withindays of discharge for a rate of 47%5The rate decreasdcbm the 2018
rate by 6.0 percentage pointsFurtheranalysis on the results is detailed in the Quality Improvenfativities
Sedion of this report.

Increase the rate for thelEDIS®0-day Followup After Hospitalization measure from 7282018 to 80%in 2019.

- There were256youth seen withir30-days of discharge for a rate 69.4%. The rate decreasdrbm the 2018
rate by 3.61 percentage points-urtheranalysis on the results is detailed in the Quality Improvenfativities
Section of this report.

Enhancing Service and the Experience of Care

Implement a comprehensive assessment and monitoring plan for Family Supponifatgas (FSO) and establish a
baseline for adherence to Substance Abuse and Mental Health Service Administration (SAMHSA) Peer Competencies
for Peer Workers in Behavioral Health Services. Specific details of the plan will be developed in partnershe with

FSO and the LDH and submitted to the LDH for approval

- This goal was met by the first audit of the FSO being completed in WY2Q3 using the assessment. Further
information can be seen in the FSO Program Evaluation section.

Improve the rate of complianceith State and Magellan gqualifications and training requirements for unlicensed direct
care staff from the 2018 YTD rate of 82.5% to a rate of 90% for. 2019
- Despite provider referral holds, CAPS and payment recoupments, annual compliance does notpeetttiexs.

Several interventions will be instituted for 2020 including shortening the tinigitiate the recovery process at
the close of the quarter as audit reports are submitt€teparing for Your Audit presentation prior to onsite
audits will coninue and enhancements to the New Provider Orientation to increase knowledge and
understanding on what the expectation is. For further information please refer to the Network Management
section.
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A Improve provider compliance for updating provider demogragiiormation (on Magellan's provider portal, or
MagellanProvider.com) from the 2018 YTD rate of 81.9% to a rate of 90% for 2019.
- This goal was successfully met as the 2019 rate increased to 95%. Interventions were used to improve provider
awareness of importance for correct demographic information. For further information please refer to the
Network Accessibility section.

A Improve the number of contracted and credentialed shienm respite providers in Regions 3, 5 and 6, by at least one
new provider organization, or new provider location, per region

- This goal was partially met abort-term respite providers were increased in Regions 5 and 6 but not in 3.
Further information on this can be found in the Practitioner/Provider Availalsiéittion.

Meeting and Exceeding Contractual, Regulatory & Accreditation Requirements

A Timely delivery of 100% of contract deliverables, including reports
- This goal was not met. As part of the new CSoC contract a dedicatéichiibmployee as a single i of
contact for all contract and report deliverables between Magellan and LDH. The Contract Compliance officer
implemented a procedure for tracking all deliverables and instituted a feedback loop to the report owners and
SMEs. An end to end process baen developed for improved submission of deliverables to address not
meeting this goal.

A Achieve threeyear Managed Behavioral Healthcare Organization (MBHO) accreditation from the National Committee
for Quality Assurance (NCQA) by 11/01/2019
- This goals in process as application was made to NCQA 2019, submission date set for April 7, 2020 and onsite
review scheduled for June2, 2020.
A Establish and implement a claims submission protocol for WAAs, with all Wraparound Facilitation payments
reimbursed tliough claims by 11/01/2019
- This partially met goal was met by full-thee of WAA claims submission in October 2019. Two (2) of the four (4)
WAAs experienced difficulties setting up their systems for claim submissions. Currently three (3) of the four (4)
are now successfully submitting claims as of Feb 2020. Magellan is working with the final WAA to test their

system and expectation of full compliance for all four (4) WAA agencies in March 2020. Further information can
be seen in the Wraparound Agency MaBased Purchasing Strategy section.

A Establish and implement a data exchange protocol between Magellan and WAAs to support and enhance state and
federal reporting requirements

- This goal was met through successful electric submission of claims ocduwedh September and October
2019. Further information cabe found in theNetwork Managemensection.

All of the objectives above were addressed in2s described throughout this evaluation. Performance for
each of the prioritized objectives listedbove is discussed in more detail further in this evaluagisn
documented in the table belowThe Executive Summary of this evaluation highlight¢ the2 / ! YA (i Qa
performance achievements in 20And the Program Objectives established fo2@0

Overall Evaluation of 201&oak and Objectives

Goal 1: Positively influencing Health and Weéking, Including Member Safety

Improve the percent of members showing clinical

. Met Performance Measures
improvement
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Develop an OutcomeBriven Reimbursement Payment
Model with Wraparound Agencies (WAAs

Increase the rate of 9 5 L { tFallpwiuf) Appointments
After Hospitalization for Mental lliness within 7 days of Not Met

Met Network Management

QIA and Coordination of

. Care
discharge
Increase the rate of 9 5 L { tFalipwiup) Appointments L
After Hospitalization for Mental lliness within 30 days o Not Met QIA and gg(r)édlnatlon of
discharge
Goal 2: Enhancing Service and the Experience of Care
Implement a comprehensive assessment and monitorir Met Network Management

plan for Family Saport Organizations (FSO)

Improve the rate of compliance with State and Magellal
qualifications and training requirements for unlicensed Not Met Network Management
direct care staff
Availability and
Met Accessibility or
Practitioners and Provider:
Availability and
Partially Met Accessibility or
Practitioners and Provider:

Improve provider compliance for updating provider
demographic information

Improve the number of contracted and credentialed shoi
term respite providers

Goal 3: Meeting and&Exceeding Contractual, Regulatory & Accreditation Requirements

Regulatory Compliance

Timely delivery of 100% of contract deliverables Not Met o
Monitoring
Achieve threeyear MBHQaccreditationNCQA Not Met Accreditation
Establish and implement@aims submission protocol for Met Network Management
WAAs
Establish and implement a data exchange protocol betwe Met Network Management

Magellan and WAAs
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QualityPerformance Measures | oL eements, Factors s

TheCSoC Unitddlectsdata from a wide range of sources to ensure quiality improvement activitieare driven

by qualitative and quantitative dat®ata sources can include but are not limiteddtaims forinpatient and
outpatientlevels of care, member eligibilifgeds for demographic dataternal platforms for network provider

data, internal membehealth recorddor authorization ancepisode of carelata, electronic health records (i.e.,
assessment and plan of care data), grievance/appeals data, and membeieexpeof care and survey data.

2 KSY F@FrAflrofST GKS RFEGF A& GNYYyaFSNNBR G2 al 3Sttly
measures.

The CSoC Unit evaluates performaagainstnational benchmarks, such e¥EDIS® and the University of
WakAy3id2yQa 2 NI LI NRdzy R 9 @I f deustome giinihuyhRtande8ds &t goRIK ¢ S| Y
historical performance, andther Magellan public sector unit®lease see th@uality Improvement Activities

section of this evaluatigrfor more informatioron how the specific data were used in 201

Quality Improvement Strategy Performance Measures

QIS performance measures were established by LDH to ensure compliance with waiver requirements and
program goals. These measures are monitored in differentiate based on stages of enroliment and provide

a comprehensive look at outcomes. Like CANS monitoring, Access to Wraparound and placement in restrictive
settings are monitored quarterly, allowing administrators and program directors to have-imeainechanism

to monitor results and implement process improvement initiatives as needed. Other measures, like the fidelity
survey, are monitored annually and employ a sample population to amalgamate program outcomes. The most
recent quality improvement measer the Plan of Care Review Tool, aims to achievetiraal monitoring and
improvement of outcomes.

Access to Wraparound

I 00Saa G2 6N LI NRBdAzyR YSIadaNBEa NB AYRAOFG2NRE GKI G f
at the time of referral. Access to wraparound evaluates the timeliness of initial contact, which should occur
within 48 hours of the referral, antimeliness of first facgo-face contact, which is expected to take place

within seven days. Initial contact statistics have been steady over time, with 93.7% referrals meeting standard in
WY3Q2 (n=799). There has also been a slight negative trend fiadiego-face contact with 67.6% of youth

meeting timeframes in WY3Q2. Magellan engaged Wraparound Agencies to better understand barriers to face
to-face engagement. Wraparound Agencies identify that factors influencing meeting these timeframes included
the day of the week the referral is received and member unavailability. Magellan is dedicated to facilitating
engagement with members. Because of this, Magellan Care Mangers include specific information to families
during the initial referral call. They @ain specific details regarding what the caregiver should expect during the
first weeks of enrollment, including phone contact, scheduling, and initial engagement processes. The figure
below shows wraparound measures f2i/01/2018 through 12/31/2019.
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Measurements of Access to Wraparound
100% -
90% -
80% -
10% 1 e
60% -
50% -
40% -
30% -
20% -
10% -
0%

| WY1Q3WY1Q4WY2Q1WY2Q2WY2Q3WY2Q4WY3Q1WY3Q2
—o—Timely Contact Standard  94.1% 93.9% 96.0% 95.9% 94.1% 95.1% 93.3% 93.7%
Timely Face-to-face Standar$9.9% 68.1% 71.7% 69.6% 67.3% 65.1% 70.1% 67.6%

Children in Restrictive Settings

Inpatient hospitalizations are sometimes unavoidable due to the severity of the membership served in CSoC.
However, CSoC aims to reduce the number of youth requiring that level of intervention as much as possible.
Additionally, if a youth does require haitalization, the goal is for them to be away from their community
setting for as few days as possible. Despite serving arisigipopulation, only 4.51% of CSoC youth (n=2,615)
spent any days in inpatient hospitalization in WY3Q2. Average lengthydfdt®S) has remained largely stable
over the past two years, ranging between six and eight days.

Inpatient Utilization
6%

/\c\\/ _—® 5%

v
4%

3%
2%

1%

S B N W b OO N O ©

0%
WY1Q3WY1Q4WY2Q1 WY2Q2 WY2Q3WY2Q4 WY3Q1WY3Q2

== |npatient Psychiatric Hospital 6.8
ALOS |

Inpatient Psychiatric
Hospitalization Percent

8.2 7.5 6.6 7.1 7.1 7.1 7.6

47% 4.6% 4.4%  50% 5.0% 3.9% 4.0% 4.5%
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A barrier in reducing the number gbuth in restrictive settings was identified as a lack of discharge planning
that could result in delays to returning to the youth to a home or comityubased setting. One intervention

that was used to address this is the creation of a dedicated Utdiz&dlanagement Care Manager position. This
licensed clinician acts as the primary utilization reviewer for all hospitalized CSoC youth across the state. One
component of that position is to present currently hospitalized youth in weekly clinical roundslfaborative
treatment planning. This approach allows for farctive steps to be taken for discharge planning, including

O22NRAYIGAZ2Y 6A0GK GKS @2dz2ikQa NBIA2ylFf OFNB YI yl 3SN
rounds alsoinclude M&f f  yQa [/ f AYAOFf S5ANBOG2NI 6K2 NBLER2NIa ySS
canmakerealil A YS UGNBIFGYSyid NBO2YYSYyRI{GA2y&axX NIYGKSNI GKFy &

which a formal physician advisor review is requested.

CCO01, Element A, Factbr& 2
CC01, Element B, Factor 2

Follow-up after Hospitalization for Mental lliness Report CCOL, Element C, Factor 2

FollowUp after Hospitalization (FUH) for Mental llinéHsDIS@&easures are industry standard performance
measures used to monitor if members admitted to an inpatient psychiatric hospital setting receive necessary
follow-up care within seven and thirty days from discharge. It is believed that integrating memlmers int

outpatient services as soon as possible following an inpatient hospitalization can reduce recidivism and improve
outcomes for members. Because of the unique aspects of the CSoC program, Magellan looks at both a standard
measure, using NCQAEDIS@®pecifcations, and a modified measur@he table below shows the folloup
hospitalization (FUH) rates for rates 01/01/204.92/01/2019. For further analysislpase see th&IA section.

vy om0 imeer e

HEDIS®pecification$ 368 173 47.01% 249 67.66%

Modified HEDIS®pecification$ 368 287 77.99% 331 89.95%

lIncludes waiver service CSoC ILSB only
2Addswaiver services CSoC YST, PST, CS, and STR

Natural and Informal Supports oRlan of Care

Louisiana families participating in wraparound are diverse in terms of their structure and composition. CSoC is
centered on building a comprehensive Child and Family Team (CFT) for every youth and family. Involvement of
natural and informasupports is not only a central value of wraparound, but it is also believed to be a key factor
in sustaining improvements following discharge. The figure below shows a steady commitment to this level of
involvement, with 85.3% (n=2,594) of youth having natural and informal supports listed on their POC in WY3Q2.
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Natural/Informal Supports Present on POC

100%
0% smssscccsse
80%
70%
60%
50%
40%
30%
20%
10%

0%
° | WY1Q3| WY1Q4 WY2Q1 WY2Q2 WY2Q3 WY2Q4 WY3Q1l WY3Q2

Natural/Informal Support 89.8% 89.0% 90.3% 91.5% 89.5% 86.6% 80.2% 85.3%

*Methodology Change with WY3Q2

It is beneficial to examine the use of natural and informal supports by region so that succasdescelebrated

and needs for improvement can be identified. The figure below details regional differences in performance rate
across the state. As of reporting period WY3Q2, Region 3 demonstrated the highest incidence of natural and
informal support sage with 94.6%; lowest performance rate was observed in Region 4 with 70%.

Use of Natural/Informal Supports: Performance Rate by Region
100%
90%

80%
70%
60%
50%
40%
30%
20%
10%

0%

1 2 3 4 5 6 7 8 9

The wraparound model consists of four phases wherein certain processes should take place. During the initial
phase, a central aim is to establish a trusting relationship , set the tone for teamwork, and to orient the youth
and family to their integral role the process. Strengths are assessed and needs are prioritized so that a plan of
care that will direct the efforts of the CFT. Given that the time needed to accomplish this may vary as natural
and informal supports are identified, it is important toaunt for length of enrollment in CSoC when evaluating
the composition of the team.

Performance Rate (%)
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The figure below shows that the use of natural and informal supports is consistently over 80% but does increase
2P0SNJ KS O2dzZNAS 2F (KS pesantksdiinat®al ahB inférvabsyippepts bevéen a S S
361-540 days in the program. Given the known relationship of natural and informal supports to success in
wraparound, a longer enrollment period withouttamprehensive Child and Family Team shoulcatdithat
action is needed.

Use of Natural/Informal Supports: Performance Rate by Enroliment Period

100%
87.7% 88.8% 87.5%

90% 82.8% 81.1%
80%
70%
60%
50%
40%
30%
20%
10%
0%

Members EnrolledMembers EnrolledMlembers Enrolledviembers Enrolledviembers Enrolled
0 - 90 Days 91 -180 Days 181 -360 Days 361 -540 Days 541+ Days

Magellan has supported increased monitoring of informal support involvement via the Plan of Care (POC)
Review Tool. This mechanism, which ensuresghah and every POC meets the highest standards of best
practice, was introduced in phases over the past two years. Following its full implementation in September of
2019, Magellan began to utilize the full spectrum of data analysis that it providegasig rates of natural

and informal supports has been a known area in need of improvement since CSoC was implemented.

Using the POC Review Tool, Magellan Care Managers rate each POC item on a sbaléfatihg of 5

indicates that item is fullgompliant with best practices, while a rating of 1 indicates that the POC standards
KIS y2G 0SSy YSi® ¢KS th/ AdGSY Ga5AOSNBRS ¢SIYé Aa L
to ensure that natural and informal supports are included. TheiBe Team standard is defined as a team that
consists of the youth, caregiver, formal behavioral healthcare providers, state agency representative when
applicable, and at least one other person who does not receive any financial incentive to pariicifrete

wraparound process. Many different types of supports can be included here such as teachers, neighbors,
aunts/uncles, coaches, pastors, godparents, and family friends. A rating of 5 on this item indicates that the
highest standard for team compogih has been met.

Analysis of POC ratings in January 2020 show that having a diverse team is an area in need of improvement.
Examination of the 4,528 most recent POC reviews show that, while 94.66% of plans met the minimum
threshold rating of 3onthe PGS NES ¢SIY AGSYX 2yfeé nyony:: 2F LI I ya
ability to examine data in this way results in a myriad of opportunities to both evaluate outcomes and to
implement interventions in real timeFor a full description of POC RawviTool capabilities and protocols,

please see th€are Managemergection of this document.
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Discharge Indicators

A principal goal of CSoC is for members to discharge successfully from the program. Success is defined as
discharging with 80% to 100%idéntified goals met. Successful discharges account for the largest type of
discharge and have stabilized to percentage rates in the upper forties. In total, 58.1% of youths discharging in
WY3Q2 reported a good or successful discharge. Discontinuatamdadisengagement from services accounted
for a marked portion of discharge, with 8.6% and 7.8% reporting those reasons, respectively. Lack of

engagement has been a known barrier for some time and significant efforts have been made to address this at
regional, provider, and facilitator levels.

Reasons for Discharge Quarterly Reporting
100%

90%
80%
70%
60%
o W\/’
40%
30%
20%
10%

0%
° T WY103 WY10Q4 WY2Q1 WY2Q2 WY2Q3 WY2Q4 WY3Q1l WY3Q2

=@=Successful Discharge 48.8% 47.8% 453% 48.8% 47.1% 51.1% 42.7% 47.7%
=@=Goo0d Discharge 10.9% 9.3% 155% 11.4% 14.9% 12.8% 14.7% 10.4%
=@—Fair Discharge 5.2% 5.7% 6.2% 8.4% 7.8% 6.9% 6.7% 7.1%
—@— Residential Placement 6.3% 7.2% 6.6% 4.2% 6.9% 4.3% 5.5% 6.1%

== egal Guardian Discontinued Serviced.8% @ 10.6% 5.8% 8.9% 5.4% 7.2% 6.5% 8.6%

== Child/Family Disengaged from
Services

—@— Relocation 9.2% 57% 10.6% 8.0% 4.5% 5.0% 8.5% 4.6%
—=@— Other 4.8% 4.1% 2.4% 2.3% 3.1% 2.9% 3.5% 7.6%

10.2%  9.8% 7.7% 82% 10.2% 99% @ 11.7% 7.8%

Another central goal of the program is for enrolled members to discharge into a home and community setting.
The figure below shows that consistently over 90% of @8ath are discharging into the home and community
setting, with a peak quarter in WY2Q4 of 94.8%. In the most recent quarter, 92% of youth (n=562) discharged to
a home and communitpased settingOne of the barriers identified in 2018as te currentdischarge forndid

not provide sufficient information on outcomes, living setting, and reason for dischergarly 2020, a

internal workgroup at Magellasubmitted recommendations taDHto revise thedischarge fornto increase the
usefulness of the dateapturedto better support continuity of carebetweenMCOs and Magellaand
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outcomes monitoringOnce approved and implemented, tihevised formwill increase our capacity to analysis
factors influencing members who are not discharging intmare and communitbased setting.

Youth Discharged to Homand Communitybased Setting
100%
90%
80%
70%
60%
50%
40%
30%
20%
10%

0%
® [ WY1Q3WY1Q4WY2Q1WY2Q2WY2Q3WY2Q4WY3Q1 WY3Q2

HCB Setting at Discharg01.2% 93.0% 92.1% 94.6% 92.2% 94.8% 93.7% 92.0%

Child and Adolescent Needs and Strengths Assessment (ClaNiSators

The CSoC program is designed to reduce current and future out of home placements and to improve the
functioning of youth and families across multiple life domains. A crucial aspect of the Magellan program centers
on monitoring outcomes with multidimensiahtools and robust data analysihis section provides details on

the three major mechanisms utilized by Magellan to monitor outcomes: the Child and Adolescent Needs and
Strengths (CANS) assessment, Quality Improvement Strategy (QIS) performance sheaslilee annual

fidelity survey.

The CANSomprehensive Multisystem Assessmisnamulti-purpose toolRS @St 2 LISR F2 NJ OKA f RNJ
support decision making, includimdjgibility and service planning, facilitating quality improvement initiajve

and monitoring outcomes of servicesheCANSs completed based on a fate-face interview with the child

and guardian(s) when possible as well as additional supporting informationotitsgalna CANS was developed

with Dr. John Lyons to meet the gnie needs of the state at the initiation of the CSoC program in 2012. It

dziAt AT Sa | t20FtAT SR f3A2NRAGKY (2 RSGSNNXYAYS | @&2dziK
used to direct treatment planning.

Unlike other psychometric tos] the CANS was developed from a communication perspective so as to facilitate

the linkage between the assessment process and the design of individualized servicd pea@ANS examines

both the needs and the strengths of youth and family. Strength¢ a5 & 2 F | @2 dziKQa f AFS
doing well or has an interest or ability. Needs are areas where a youth requires help or serious intervention.

The CANS assessment is subdivided into life domain categories. The domains consist of a gecifiT desps
to assess how the youth and family functions in everyday life, on specific emotional or behavioral concerns, on
risk behaviors, on strengths, and on skills needed to grow and devEh&pe are also extension modules, which
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are triggered wherkey core guestions are scored a one or higher. The extension modules allow the assessor to
conduct a deeper dive into important needs, including juvenile justice, trauma, and substance use.
Methodology
CANS ratings were designed to signal different cowkastion in treatment planning. Each item suggests a way
in which an individualized treatment plan can be tailored to the specific needs and strengths of the youth and
family. Each item includes an anchor definition with four levels. These definitierteaigned to translate into
the action levels as outlined in the tables below. All actionable items must be addressed in some capacity on the
Plan of Care.

CANS Needs Rating Guidance

Rating Level of Need Description
: AneedNI GAYy3 2F ané AYRAOF(GSa GKFG GKSN
No evidence of . - .
0 need exists; therefore, the current assessment indicates that this item does not need to

I RRNBE&aaSR 2y GKS @&2dzikQa tfly

AnSR NI GAy3I 2F amé AYRAOFGSa GKFG GK¢

waiting and that preventative action to address future needs may be required. Th
reasons for this rating are: suspicion, historical need, and/or contention.

I' NI GAYy3a 2F aué AYyRAOFGSAa GKFG FOGA

AdzZFFAOASYGte LINRPofSYFGAO FyR Aa AyidSN

Watchful
waiting/prevention

Z ST MEsE Any needs with this rating must be addressed in some capacity §rS & 2 dzii K
Care.
. ' YySSR NIXdGAy3a 2F doé¢ AYRAOIFIGSA GKFG
Immediate/ LT ; . . .
. . . rating indicates a need that is dangerous or disabling for the youth or family. Items
3 intensive action . . .
this rating must be urgently reviewed by the treatment team and addressed on the |
needed ; ;
of care. In the case of a lifareatening need, emergency procedures must be enact
CANS Strengths Rating Guidance
Rating Level of Strength Description
I NFGAYy3 2F ané AYRAOFGSE GKFEG | -L3
0 Centerpiece RSOSt 2LISR® ¢CKAA NIXdGAy3I O02YYdzyAOl (1S4
strength require any additional support or assistance at this time. Itlbamsed as a centerpieci

in developing a strengthased Plan of Care.

Strength that you
1 can use in
planning

' NXdAy3 2F amé AYRAOFIGSEA || adNBy3ir
centerpiece strength. Such a strength can be used in treatrplanning.

I N} GAYy3a 2F aué AYyRAOFGSaE GKFG F &dGN

SIEME ML support to become effectively utilized. This strength can potentially be used in

z |dent|f|edjmust % treatment planning if iis built upon. This rating may also indicate that a strength
built : . . e .
existed previously, but current circumstances have diminished it.

' NrdAy3 2F doé¢ AYRAOIFNGSaA GKFG GKSNB

3 No strength efforts areneeded by the youth, family, and treatment team are needed to identify s
identified a strength. It is expected that this rating would improve over time as the Plan of C:

enacted.
PsychometridProperties

The CANS is widely used across the nation to support similar programs, with versionstatéfyp support
child welfare, mental health, juvenile justice, and early intervention applications. According to the Praed
Foundation, the CANS has demonstrateliability andvalidity. The average reliability of the CANS is 0.75 with
vignettes, 0.84 with cse records, and can be above 0.90 with live cases.
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Data Integrity

To further support reliability and validity, Magellan performs input validation (e.g., identifying and investigating
outlier scores, duplicates, etc.) to ensure the integrity of da@tasincludes monitoring the compliance rates
guarterly to ensure that discharged members have both an initial and discharge CANS submitted electronically,
which allows for the member to be included in current and future analytic activities. High rates pliaroce

have been observed since 2016 as a result of establishing requirements for electronic submissions, peaking in
WY3Q2 at 98.0%. This ensures that a continuum of data is available for CSoC youth and families to track
progress and outcomes.

Assessmentmprovement Collaboration

Magellan is committed to advancing our understanding of CSoC program dynamics through CANS data.

In March 2019, the QI department began concerted efforts to improve the reliability and validity of CANS
assessments. A guide fossessing CSoC youth was created and distributed to all WAAs and Certified Providers.
This guide served several capacities including to:

Act as a refresher to CANS rating guidance

Outline assessor responsibilities

Connect CANS items to the narrative pontiof the assessment known as the IBHA

Emphasize that the assessment will drive all subsequent treatment planning for the youth and family

As a companion to this guide, all certified providers and pertinent WAA staff were required to attend a live tele
conference training. Attendance was tracked and 100% compliance was achieved by WAA staff and practicing
assessors. Both the guide and the recorded training are available on the Magellan of Louisiana website.

Magellan also took additional steps to ensareollaborative approach to assessment improvement. Beginning

in November 2019, the QI department created an Assessment Inventory designed to gather information on key
aLIS0iGa 2F G(KS AYRAGARIZ t | aasaa2 NasBtenSybnoRbiplRafiahSa |y
of assessment process. The inventory gathered information on key elements of regional assessment procedures
and the practices of individual assessors. Inventory items included:

Ratios of roster staff to contracted employees
Communication with facilitators

Frequency of supervision

Travel time to assessments

Average documentation time

Perceived barriers

These responses were compiled and used to engage in targetpdrson meetings between WAA leadership
and the QI department. Magellan quality staff travelled to each region to facilitate open discussions about
current assessment procedures and brainstarew approaches that can be implemented at a system level.

One particular barrier that was identified concerned the employment status of the assessors, also called
Certified Providers (CP). Regions usidgaunse (roster staff) assessors reported gegdtequency of

communication with supervisors and facilitators than did regions utilizing contracted assessors. These regions
also employed more standardized procedures for identifying risk behaviors in youth and collaboration with their
clinical team menbers. To address this, Choices (Region 3, 6, and) made the decision to begin a hiring search for
a fulltime dedicated assessor in each of their regions.
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Results

Along with informing treatment and service planning, the CANS is also used to faqilitdity improvement
initiatives, monitor outcomes and determine clinical eligibility for CSoC. Because of this, the principles of
reliability and validity are critical concepts that must be continuously assessed and monitpoed. (2011)

reported that the CANS has demonstrated both reliability and validity, which includes strong reliability scores
with vignettes, case records and live cases and validity to other similar measures of symptoms, risk behaviors
and functioning (Lyons, 2011).

The CANS is used to evaluate outcomes at the youth, provider, regional, and statewide levels. Magellan
approaches the CANS from multiple perspectives in order to assess the areas detailed in the accompanying
graphic.The ability to monitor outcomes in thesvays requires the CANS to be submitted electronically and has
been supported bagellan through the creation of interfaces that allow for the seamless collection of this
data through MagellanProvider.com.

Quarterly CANS Outcomes

Because CSoC is a sharm intervention with an approximate length of stay of 12 months, it is vital to monitor
global change scores quarterly. This is done from both a data integrity perspective as well as to meet LDH
requirements for performance measure reporting. Thisetgh monitoring allows LDH, Magellan and WAA
program directors to have a reime mechanism to evaluate outcomes. Improved clinical functioning is defined
as the percentage of members with a decrease of five points or more in the global scores froitigdharid
discharge assessment¥he compliance rate is defined by the percent of members discharging during the
guarterwith complete dat&(i.e., anelectronic initial and discharge CABI® mitted for the member)The

program has consistentiyaintained strong outcomes, with approximately 74.4% (n = 4,385) showing
improvement in clinical functioning and 98% compliarete.

Quarterly Global CANS Outcomes: Improved Clinical Functioning
lOO% ’M Ill"'.'iﬂ——h A—‘ ‘ ——‘P"-"‘
90%
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40%
30%
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0%
° WY1Q3 WY10Q4 WY2Q1 WY2Q2 WY2Q3 WY2Q4 WY3Q1 WY3Q2

=@— Compliance 97.1% 95.5% 94.3% 96.9% 95.9% 95.8% 96.6% 98.0%
Improved Clinical Functioning72.7% 72.3% 76.1% 75.8% 76.8% 75.0% 73.1% 74.4%

School functioning is defined as the sum of the féemss in the school module, and improvement is
represented by a decrease of one point from initial to discharge CANS administrations. Individual items for
school behavior and school attendance are also tracked. CSoC youth showed a slight slowing of iempriovem
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school functioning, attendance, and behavior over the past year. However, the most recent quarter results
show improvement across all school measures.

Quarterly Global CANS Outcomes: School Module*
80%

70%
60%

50%
40%
30%
20%
10%
0%
WY1Q3 WY1Q4 WY2Q1 WY2Q2 WY2Q3 WY2Q4 WY3Ql WY3Q2
=@ School Functioning 71.3% | 66.3% 71.4% 71.7% 68.8% 652% @ 62.7% 66.7%

=@==School Attendance 62.9% 59.6% 61.4% 62.4% 64.9% 60.6% 55.5% 56.3%
School Behavior 67.6% 63.0% 65.4% 67.9% 67.4% 62.1% 57.1% 62.4%

Comprehensive Analysis

In addition to theprescribed quarterly outcomes monitoring activities, Magellan also conducts multiple levels of

analytics throughout the year. For the first level of additional analysis, Magellan evaluated the global CANS
scores at the initial and discharge assessmeritiogh quarterly monitoring has value, it is also important to

look at data over a longer period of time. This stabilizes the data by allowing for more members to be included

and also provides an opportunity to conduct a statistical analysis of thetda&iasure differences are not the
result of confounding variables. This comprehensive analysis shows that strong, consistent outcomes have been
sustained over the years. The most recent data shows an increase in initial global CANS scores while maintaining

AAYAEFNI LI GOGSNY 2F AYLNROSYSyid 208N KS O2dNES

CANS Global Score Changes: Initial to Discharge

70.0
60.0
50.0 \
\
40.0
30.0
20.0 " -
Initial Discharge
=0—All Youth 2015 56.0 43.1
=0—All Youth 2016 57.8 41.5
All Youth 2017 58.6 41.6
All Youth 2019 65.8 49.9
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From 1/1/201812/31/2019, 71.7% o£SoC youth demonstrated a CANS global score improvement of 5 or more
points from intial to discharge assessment (n=4,385). Of those 3,145 youth, most had improved global CANS
scores of greater than 15 point&n analysis of members showimgprovement is reported in the table below.

Analysis of Members with Clinicéinprovement
100%

90%
28.7%
80%

70% Improvements of 5 - 14 points

60% Improvements of 15 - 24 points
31.8%

50% .
B Improvements of 25 - 34 points

40%

m Improvements of 35 points or

30% greater

20%

10%

0%

With the exception of the acculturation domain, all domain scores showed marked improvement. The lack of
OKI y3aS8S Ay | O00dzf GidzNF A2y R2YFAyYy a02NBa A& SELXLFAYSR
few youth and families reporig needs in this area. The greatest improvement was observed in the Child
Strengths domain, with an average overall change score of 6.15. A central focus of CSoC is to nurture and grow
youth strengths so that they may become capable ofsadidince andexcel in their own communities. CANS
outcomes data indicates that this goal is being realized.

CANS Global Outcomes: Domain Scores

30
25
—o—Life Domain Functioning
20 .
——Child Strengths
15 —a— Acculturation

—x— Child Behavioral/Emotional Need:

\ - Caregiver Strengths & Needs
10 A
K
H
—0

—o— Child Risk Behaviors

Initial Assessment Transition DC
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Actionable Needs

Another area of analysis included in evaluating program outcomes is the change in number of actionable needs
identified at the initial versus discharge assessments. An actionable need is defined as an item with a CANS
rating of a two or three. Actionabléeims are of particular significance for the CSoC program both because they
must be addressed on the plan of care according to waiver requirements and because they are crucial in
prioritizing objectives and guiding strategies.

The graphs below illustratdne marked reduction of actionable needs from enrollment to discharge during WY3
Q2 (n=4498). The number actionable needs reported at the initial CANS approximates a normal bell curve. The
median number of actionable needs identified at the initial asgent is 14. Interquartile data shows that the
number of actionable needs varies from 12 to 17 for the middle 50% of CSoC youth and famxulieming the

number of actionable needs at the time of discharge reveals a significant change in the shapdatatirem a

bell shape to a skewed data set. This data evidences a great reduction in the number of CANS items rated as
actionable, with 15.2% of discharge CANS having zero (n=4407).

Actionable Needs at Initial Assessment
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Actionable Needs at Discharge
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Successfully addressing the actionable item requires that a specific intervention is assigned to the need to elicit
improvement. In order for a need to be defined as met, the item must be scored as a zero or one at the
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reassessment administration. Thesults show strong outcomes with a median of eight met actionable needs
from the initial to discharge assessment (n=4385).

The CANS measures functionality across many domains and problem presentations. This evaluation did not just
look at the change in thnumber of actionable items but also the type of items that were being resolved. The
figure below details the top ten actionable needs that saw prevalence reduction out of the 4,385 total CANS
reviewed. The majority fell within the Youth Risk Behaviotsgmay. Risk items in particular are likely to result

in hospitalizations or out of home placement. From 2018 to 2019, the prevalence of need in the categories of
suicide risk, danger to others, and skirm we reduced by 65.4%, 63.9%, and 60.2%, misedy. Recognition

and reduction of risk behaviors is critical to the safety and success of CSoC youth and has been an area of
particular focus for Magellan! f 82X 2F y20S A& (GKS YIN]J SR NBRdzOGAZ2Y
accesst® KA f ROIFI NB aSNIBAOSar 46KAOK FStf o6& pr1momE:o ¢ KAA
to community resources and services is being realized.

Top 10 Needs with Greatest Prevalence Reduction

Fire Setting I 71.3%
Self-Mutilation I  69.2%
Suicide Risk I  65.4%
Danger To Others I  63.9%
Other Self Harm I 60.2%
Bullying I 59.4%
Accessibility To Child Care Servicesn——— 57.0%
Social Behavior I  56.4%
Living Situation 55.7%
Sleep 55.4%

0% 10% 20% 30% 40% 50% 60% 70% 80% 90%  100%

I Youth Risk Behaviors Life Domain Functioning [l Caregiver Strenghts Bleeds

Fidelity to Practice

Fidelity is aconstruct designed to assess the degree to which the practice of Wraparound is delivered in
accordance with National Wraparound Initiative (NWI) standards (www.nwi.pdx.edu). The Wraparound Fidelity
Index, Short Form (WHHZ) is designed to annually evaki&ibw the core activities of wraparound are being
implemented in service delivery to youth and families. Research shows a correlation between a higher rate of
fidelity and better outcomes for youth and families; thus, fidelity monitoring is a key compén@nt a I 3 St € | y ¢
ongoing efforts to continuously improve quality.

Methodology

The WREZ is completed through brief, sedport surveys with four types of respondents: caregivers, youths 11
years of age or older, wraparound facilitators, and team members. The addition of team members to the types
of respondents is new in 2019 aadds another level of perspective and depth to the fidelity analysis. Team
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member is defined as a peer or parent support specialist that is assigned to the youth or caregiver by the Family
Service Organization (FSO).

The methodology employed to selettet sample featured a random and regionally stratified census to ensure

that there was proportional representation from each region. The gender, race, and age makeup of the sampled
youth was largely similar to that of the entire LA CSoC population, makingpresentative sample of the

youth served. The total number of surveys completed for each respondent type was: Caregiver, 193; Facilitator,
218, Youth, 117; and Team Member, 148. These values constitute the denominator for all fidelity
measurements ased on respondent type.

Magellan has consistently emphasized the importance of the role fidelity data plays in supporting process
improvement activities and outcomes reporting. In the 2019 fidelity survey administration, response rates
increased over pragus years across all respondent types. ¢c@3.9%, I 95.2%, ¥, 84.2%. Team members,
who were included for the first time in 2019, had a response rate of 100% across the entire states. This
evidencesupportsand collaboration at every level of the F8@Qanizational structure and illustrates the level of
commitment to system of care values.

Basic Foundations of Wraparound

Section A assesses four fundamental principal that should be present to ensure fidelity to the wraparound
model. The national bendhark for affirmative responses to these items is 90%. The results for the 2019 fidelity
survey showed that all respondent types reported that the basic foundations of wraparound are present to a
high degree (88.1:900%). In comparison to the previous swrvbBoth a marked increase was observed in both
caregivers and facilitators reporting that the fundamental principles of wraparound are being practiced. The
greatest improvement was seen on item Al, which indicates that the wraparound team is diversargrased

of more than only the family member and facilitator.

Basic Foundations of Wraparound across Respondent Type and Administration
100%

90%
80%
70%
60%
50%
40%
30%
20%
10%

0%

Al. Team includes

: A2. Team created a A3. Team meets | A4. Decisions based on
more than family & 1 . ;
. POC together regularly input from family
professional

B Caregiver 2017 91.91% 95.32% 94.89% 94.89%

m Caregiver 2019 97.40% 98.44% 97.40% 98.96%

| Facilitator 2017 88.33% 100.00% 90.27% 99.60%

m Facilitator 2019 93.27% 100.00% 95.07% 100.00%
Youth 2017 98.60% 96.00% 96.00% 92.00%
Youth 2019 98.43% 98.65% 94.49% 88.19%
Team Member 2019 94.30% 98.10% 89.87% 94.30%
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Total Fidelity

¢CKS dG2GFrt FTARStAGE a02NB Aa || O02yaliNHzOG OKuith LINR GA R
wraparound. It is an average of the sum of the all the responses to Section B survey items. All respondent types
complete this section, which consists of twertiye items about the detailed activities of the wraparound

process, the makep of the waparound team, and the strategies of the wraparound plan. The results of the

2019 fidelity survey showed that the total fidelity scores reported by caregivers, youth, and facilitators all

exceeded the national benchmarks. When compared to previous sadmynistrations, total fidelity scores

increased for all respondent types for which comparison scores were available. When examining regional
differences, youth perception of total fidelity met or exceeded the national benchmarks. Regional differences

were observed, with the greatest variance occurring across team members.

Louisiana Total Fidelity Scores vs. National Benchmarks

1
0.9
0.8 0771 0.72 0759 ¢ 736 0.744 0.728 0.729
0.7 0.693
0.6
0.5
0.4
0.3
0.2
0.1

0

Caregiver Facilitator Youth Team Member

Key Elements of Fidelity

Key element scores are generated by grouping Section B survey items into five key alategaties: Effective
Teamwork, Natural & Community Supports, Ne8dsed, OutcomeBased, and Strength & Family Driven.

All those surveyed responded positively to the Effective Teamwork items at a rate that exceeded the national
benchmarks. The greatesasance in positive responses was seen on the Strength and Family Driven items, with
a span of 77.4 (youth) and 86.2 (facilitator). This may indicate a need for facilitators to focus on eliciting greater
collaboration from the youth and family while encaging them to be assertive with their suggestions and to

take ownership of their success.
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Key Elements of Fidelity by Respondent Type

100
90
80
70
60
50
40
30
20
10
0
Effective Natural / Outcomes = Strength and
Community = Needs - Based . .
Teamwork Based Family Driven
Supports
m Caregiver Mean 75.2 66.2 78.9 81.5 84.1
| Facilitator Mean 69.9 65.4 78.1 80 86.2
Youth Mean 70.6 66.7 78.5 78.3 77.4
Team Member Mean 71.3 62.8 72.4 78.3 78.4

Outcomes

The WFREZ survey measures outcomes in two ways. First, it asks caregivers to indicate whether the youth has
experienced certain negative outcomes since enrolling in wraparound: a new residential placement, an
emergency room visit for mental health concerns, a negative police contact, or suspension or expulsion from
school. Secondly, outcomes are measured by éxiag the degree to which specific problems that the youth
SELISNASYyOSa Ol dzaS RATFTTFAOdMA GASE 6AGK G NA2dzda R2YI Ay &
rate the extent to which functioning is negatively impacted in community, sociadpscind home settings.

2019 results showed that youth and families experienced fewer negative outcomes in all life domains relative to
the national benchmarks. In regard to functional outcomes, at least 65% of caregivers and facilitators reported
that impairment in any life domain occurred only a little bit or not at all. The greatest functional difficulties were
reported in the family domain. 34% of respondents reported that problems which cause stress to the family
occur a good deal or very much. The domwith the lowest occurrence of functional impairment was reported

to be the social domain, with 81% of respondents indicating that youth were able to develop and maintain
friendships.
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Improvement in Life Domain Function

D9. Problems that make it difficult to participate ir_

community activities 28% S1%
D8. Problems with developing or maintaining friendshiESeII00s 26% 55%
D7. Problems that interfere with success at scholiGIEIIen ) 24% 54%
D6. Problems that disrupt home lifcjiSGIINIIS00N 38% 36%
D5. Problems that cause stress to me or family mem JEiEeoCIIIE2o0) 38% 27%

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%

Don't know H Very much H A good deal A little bit Not at all

Ongoing Monitoring

al 3SttlyQa FTARStAGE Y2yAld2NAy3d LINRPOS&aa Aa O2YLINBKSY
GKS AYAGALE th/ yR 0O2yilAy dzMygallamihksNekstaishatréarel Y SY 6 S NI
management policies and procedures to ensure ptiamce with waiver requirements. In addition, Magellan

introduced a customized Plan of Care (POC) Review Tool in November of 2018, with full implementation

occurring in September of 2019. The purpose of this tom ensure consistent application of Wraround

principles and effective delivery of services throughout all phases of the program.

By identifying commonalties across both the annual fidelity survey and the daily application of the POC Review
Tool, we have the ability to connect annual perceps of overall fidelity to ongoing, current interventions in

use with CSoC youth and families. To this end and in the spirit of collaborationsEe2VeRtl POC Review Tool
Crosswalk was created and sent to each of the four wraparound organizations amssaria. Respondents

were asked to match each identified POC Review Tool item with one of the eight NWI standards and best
practices:

Timely Engagement & Planning
Effective Teamwork

Use of Natural & Community Supports
NeedsBased

OutcomesBased

StrengthDriven

Family Voice & Choice

> > > > > > > P

Transition Planning & Folleup
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An example of the WHZ/POC Crosswalk in action is illustrated in the table below. The first two columns
contain the fidelity survey number and corresponding item details. The next four celoamtain the percent

of positive responses given by each respondent type in the 2019 survey. This is followed by the Plan of Care
item that was collaboratively matched to that survey item. The last column contains the percent of reviewed
POCs that werauflged by Magellan Care Managers to meet the standards for best practice and service
authorization. To meet these criteria, the POC item must receive a rating of 3, 4 or 5 or be rated in the
affirmative for Yes/No items.

To demonstrate how this integrateztosswalk will be used to affect reid@ine positive change in the lives of

youth and families, we will examine WFlta: A G SY . my @ CKA& AGSY S@Itdz G§Sa
well their plan cultivates reliance on natural and community suppoftaregivers, facilitators, and youth all had
OdzYdzt  GAQGS LRAAGAGS NBalLkRyasSa GKIG 6SNBE 0St2g (GKS vy
of approval on the corresponding item, with only 78.66% of plans determined to meet this critdribe

minimum standard. This data allows us to focus on a particular element of the plan of care and create targeted
strategies to address this need for increased connection to natural and community supports. Further, the POC
Review Tool allows for gional analysis that can illuminate regions that are excelling in the measure of fidelity

and those that can benefit from interventions, including training and consultation. As approaches are
implemented, both Magellan and wraparound agencies will be tbtibserve tangible evidence of

improvement via the continuous feedback loop from Care Managers and the POC Review Tool data. Finally, the
success of the targeted intervention can be confirmed through the annual Fidelity Survey by comparing rates
across dministrations.

al 3St t I-tgn@ fidelify thghforing plan will include an annual report that synthesizes the data obtained
through the WFEZ administration, and POC Review Tool, and additional monitoring activities. The information
provided in thigreport will allow us to celebrate and share our successes. It will also allow us to identify areas in
need of improvement and implement interventions that can be evaluated inti@&. This integration strategy

will pioneer a new level of communicati@md collaboration between Magellan, providers, and the children and
families we serve.

WFI¢ EZ Survey Results POC Review Tool
0,
CG CG % WF WF % poc  brated3or

Pl i e Number Positive Denominator Positive  Number ng$§; or
FamilyVision 193 95.68% 218 91.38% 2288 99.66%
Progress Rated 193 96.76% 218 89.66% 2288 70.00%
Informal/Natural Supports Strategies 193 55.14% 218 72.41% 2288 78.66%
CUMTEHED) (D) MEITE 193 79.46% 218 68.10% 2288 85.47%
Community Reports
HEDISK.ike Performance Measures QI11 ElementC

CKS /22NRAYIGSR {2a0GSY 2F [/ INB o/ {2/ 0 Ay [2dA&Al Yl
vulnerable youth and families who experience severe mental and behavioral health iesgisdlan of

Louisiana delivers services consistent with the wraparound (WAA) treatment model. To ensure that CSoC
members receive the highest quality services, Magellan employs a robust and varied approach to data analysis
and outcomes monitoring. The Héadare Effectiveness Data and Information $S#EDISRlike measures ara
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valuable and performance indicator that allows national and regional comparisons to be made against health
care benchmarks. This report examines the following 5 L { tmkdsures:S

FollowUp After Hospitalization for Mental Illiness (FUH)

Initiation and Engagement of Alcohol and Other Drug Dependence Treatment (IET)
Followup Care for Children Diagnosed with ADHD (ADD)

Adherence to Followap Appointments for Individuals with Schizophrenia (SAA)

Plan AliCall Readmissions (PCR)

> > > > >

Methodology

Magellan is contracted as a Managed Behavioral Healthcare Organization (MBHQ)i$tana Department of
Health (LDHManaged Car©rganizationgMCOs) are contracted f@hysical health, pharmacy, and residential
behavioral health service benefitsr our membersBecause of this, Magellan utilized MBHO data only to report
on HEDIS®&easures.Specifications foindicatormethodologyfor data analysis that was used is found in the
appendix of this report.

| 95 L { tiditiatianla®d Engagement of Alcohol and Other Drug Dependence Treatment (IET)

A key goal in wraparound care is to identify and intervene iralsgns that put youth at risk of harm. One such

risk is substance use, which can affect youth brain development, contribute to physical health problems as they
mature, and frequently occurs alongside other risk behaviors including unprotected sex andalendeving.

The Center for Disease control reports that marijuana and tobacco are the substances most commonly used by
American adolescents, with approximately half BftBrough 12" grade students reporting having ever

marijuana. Magellan recognizes the serious nature of youth substance use and takes deliberate steps to
educate, guide, and provide treatment for CSoC youth families to overcome such obstacles.

While the total numbenf CSoC youth diagnosed with substance use disorders is low, the intensive nature of the
wraparound model dictates that each case is addressed individually, with specific interventions unique to the
needs of the member.

Analysis
No CSo@outh were idenified as having a diagnos$ Alcohol Abuse and Dependendsstead, all identified
members were diagnosed witBther Drug Abuse and Dependendeable provides thé 9 5 L { tIBT [raley 9
for measurement year 2018.

| 95 L { HETM&abuses

Alcohol Abuse/Dep | 13-17
Alcohol Abuse/Dep Total

Clney biLg 1317 3 5 60.00% 2 40.00%

Abuse/Dep

Other Drug 0 0

Abuse/Dop 18 2 3 66.67% 2 66.67%

Other Drug 0 0

e Total 5 8 62.50% 4 50.00%
Total Total 5 8 62.50% 4 50.00%
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Barriers Identified
CSoC Membership is composed of youth ag@d 5with the majority of enrolled youth fallingetween the ages of 8
and 17. The low number of members meeting criteria for inclusion in the substance use measure is likely reflective of
that age demographic.
Given the low denominator, it is not possible to determine if this data is meaningful anidl waerefore warrant
further action. Instead, Magellan has developed and utilizes a number of assessment and ongoing monitoring

mechanisms tailored to the higiouch, individualized nature of wraparound. These include the Child and Adolescent
Needs and $¢éngths (CANS) survey, the Plan of Care (POC) Review Tool, and the Treatment Record Review (TRR) tool.

Interventions
Magellan authorizes and monitors the following types of substance use treatments for members meeting Medical
Necessity Criteria (MNC): patient Hospitalization, Inpatient Detoxification, Intensive Outpatient Treatment (IOP) for
Substance Abuse, and Commuritgsed Mental Health and Substance Use Treatment.

All CSoC youth are screened for substance use issues through the CANS and thaliBhavioral Health
Assessment (IBHA) at their initial intake and every 180 days thereafter.

The Plan of Care (POC) Review Tool is used to identify actionable needs for youth and families and ensure that they are
met through services provided. Magellan Care Managers monitor all member POCs at a min of every 180 days to
ensure that any actionablaibstance use needs are addressed through the in the plan.

Members are surveyed on a monthly basis to ensure they are receiving services in the frequency, type, and duration
necessary to meet their needs. For any member that reports they are not recéidrsgrvices necessary to meet their
needs, specific remedial actions are required of their WAA facilitator.

Recommendations for 2020
al3SttryQa 6So0aArAidsS LlzmftArAakKSa || . SKFEGA2NI € | SFHEGK ¢22f 1.
specific to substance abuse disorders. A link to this resource will be distributed to providers via email blast and
included in the upcoming provider newsletter.

Continue monitoring prevalence of and interventions for substance abuse via the CANS, IBR@CGReview Tool.

Develop an article to be included in an upcoming provider newsletter that provides education onth®@IBTL { 1 L [ A { S
measure and highlights the importance of timely folloyw appointments to comply witHEDIS®enchmarks

| 9 5L { tFbl¢waup Gare for Children Diagnosed with ADHD (ADD)

Living with Attention Deficit Hyperactivity Disorder (ADHD) imganetitiple areas of functioning for youth and
their families. Research shows that this diagnosis runs in families and that most chidnehaltgrow ADHD

as they mature. Symptoms of inattention, impulsivity, and hyperactivity can negatively affect the ability of
youth to learn, engage in social relationships, follow rules and laws, and exercise good judgment when faced
with risk. Givenhat a large proportion of youth enrolled in CSoC have this diagnosis, Magellan has prioritized
analysis of population needs and initiated interventions to ensure that best practices are utilized by providers.

Of the youth identified as meeting selection criteria, 80.61% had a claim for fajfoservices within 30 days of
their being diagnosed with some form of ADHD. Of those youth that had continued enroliment in CSoC for 300
additional days, 79.41% had two more claims for followup services.
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| 95L { tARD Mehsbre

Phase Numerator Denominator Rate
Initiation Phase 158 196 80.61%
Continuation and Maintenance Phas 81 102 79.61%

Barriers

Given that CSoC eligibility criteria requireseaisting mental health condition, youth entering the program have

diagnoses received prior to their initial assessment by &pecCific providers. A 2019 barrier analysis found that, when
providers initiate treatment with CSoC youth, they often failedameplete a thorough biopsychosocial assessment to
O2YyFANY | @&2dziKQa RALl JyrikeiaA a 2F ! 515 o6FlaSR 2y 5{a

t NEGARSNE ¢gSNB 3ASYySNItte dzyl ¢ NB 2F al 3SttlyQa G22fa dz
with ADHD.

CSoC membergceive treatment from a variety of provider types across the state. While they all adhere to the same
credentialing and staffing requirements, specific treatment modalities are no proscribed and therefore may vary across
individual regions, agencies, apdactitioners.

Given the low denominator, it is not possible to determine if this data is meaningful and would therefore warrant

further action. Instead, Magellan has developed and utilizes a number of assessment and ongoing monitoring
mechanisms tailoretb the hightouch, individualized nature of wraparound. These include the Child and Adolescent
Needs and Strengths (CANS) survey, the Plan of Care (POC) Review Tool, and the Treatment Record Review (TRR) tool.

Interventions
Magellan monitors provider dwerence to Clinical Practice Guidelines (CPGSs) in the treatment of ADHD via the
¢NBFIYSyld wSO2NR wS@OASSE ¢22f o6¢wwiLd I FdzZA f RSAONALIIA 2

Evaluation. The Clinical Reviewer determines the level of fallpitervention that is required of the treating

provider based on scoring guidelines and assigns remedial actions.

al38StfflyQa vdzZ f AGeé 5SLINIYSYyd AYLESYSYGSR Iy SELIYRSR
specific to monitoring the tratment of CSoC youth diagnosed with ADHD.

Results of treatment record reviews are shared with providers. Clinical Reviewers engage directly with providers to
discuss deficiencies, opportunities for improvement, and required remedial action.

Magellan idetified the need to engage our Mental Health Rehabilitation (MHR) providers in a way that enhances
treatment by using evidenecbased practices.

hy WIydzZzZ NBE HoX HnunX al 3SttlryQa aSRAOIf 5ANBOGZ2NE O2y R
Workbook Therapy durindie monthly provider call. This included clinical guidance on ADHD diagnosis in youth and
recommendations for treatment.

An evidencebased workbook entitlec€BT Toolbox for Children & Adolescerds collaboratively chosen by quality,
clinical, and netwdt departments with direct input from WAAs and Louisiana providers. It includes strategic
interventions from cognitivébehavioral therapy to target specific behaviors, including those associated with ADHD.

All CSoC youth are screened for needs relatingéiD through the CANS and the Individual Behavioral IBHA at their
initial intake and every 180 days thereafter.

The Plan of Care (POC) Review Tool is used to identify actionable needs for youth and families and ensure that they are
met through servicesnpvided. Magellan Care Managers monitor all member POCs at a min of every 180 days to
ensure that any actionable substance use needs are addressed through the in the plan.

Members are surveyed on a monthly basis to ensure they are receiving servicediaghency, type, and duration
necessary to meet their needs. For any member that reports they are not receiving the services necessary to meet their
needs, specific remedial actions are required of their WAA facilitator.
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Recommendations for 2020
As ofJanuary 2020, Magellan published updated CPG standards to the Magellan of Louisiana website.
Magellan will begin the distribution of evidencéased workbooks to MHR providers.

The use and effectiveness of workbooks will be monitored, and Magellarawiiitdte forums with providers to elicit
feedback.

al3StftryQa ¢6So0aAidS LlzofAakKSa | . SKFEGA2NIf | SFHEOGK ¢22f 1.
specific to ADHD. A link to this resource will be distributed to providers via anldasiand included in the upcoming
provider newsletter.

580St2LJ Iy FINIGAOES (2 6S AyOftdzRSR Ay |y dzLJO2YAyYy 3 LINB DA
| 9 5L { tmedsurelaBd highlights the importance of timely folloy appointments tacomply with NCQAMEDIS®
standards.

| 9 5L { tAdher&nteSto Followup Appointments for Individuals with Schizophrenia (SAA)

The National Institute of Mental Health (NIMH) reports that Schizophrenia is usually diagnosed in the late teen
8SINR G2 SINIe onQasx gAGK 2yasSi Ay YIFHfSa GeLAOlIf e
initial diagnosis is that stlle changes in cognition and behaviors may precede diagnosis for months to years
without being recognized as precursors to Schizophrenia. This is particularly true in the case of children and
youth because prodromal symptoms may mimic other conditioné siscdepression and bipolar disorder.

Multiple studies indicate that treatment modalities are more effective when they are implemented as early as
possible. Because the CSoC population is composed of youth with severe mental illnesses, Magellansecognize
its unigue ability to impact early detection and intervention of Schizophrenia.

Analysis
Only two members met criteria for inclusion in thed 5 L { itmiedsure] $he case of the member that did not
have outpatient engagement with a practitioner was thoroughly reviewed and found to have several causal
circumstances. The member was ayEarold male with an existing OCDD waiver. He had been hospitalized
multiple times but, as Magellan was not the responsible payer, there were no associated claims in the Magellan
system. Magellan Care Managers collaborated with his regional WAA facilitator. They confirmed that monthly
Child and Family Team (CFT) meetitigdake place and that the member was linked to an appropriate provider
via OCDD. Further, they verified that member did initiate treatment with that provider. He was subsequently
discharged from the CSoC program.

SA\I 95 L { tRatg farM$ 2018

Numerator Denominator  Rate

1 2 50.0%

Barriers

CSoC Membership is composed of youth ag@d ,5wvith the majority of enrolled youth falling between the ages of 8
and 17. The low number of members meetin® 5 L { fcriteriahfr Biclusion in this measure is likely reflective of
that age demographic.

Given the low denominator, it is not possible to determine if this data is meaningful and would therefore warrant

further action. Instead, Magellan has developed and utilizes a number of assessment and ongoing monitoring
mechanisms tailored to the higiouch, individualized nature of wraparound. These include the Child and Adolescent

Needs and Strengths (CANS) survey, the Plan of Care (POC) Review Tool, and the Treatment Record Review (TRR) tool.

Interventions
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All CSoC youth are screened for psychotic ggmp through the CANS and the Individual Behavioral Health

Assessment (IBHA) at their initial intake and every 180 days thereafter.

The Plan of Care (POC) Review Tool is used to identify actionable needs for youth and families and ensure that they are
met through services provided. Magellan Care Managers monitor all member POCs at a min of every 180 days to
ensure that any actionable substance use needs are addressed through the in the plan.

Weekly clinical rounds are conducted that include CSoC Cargeviarthe designated Utilization Manager, and Clinical
Directors. Any concerns that require additional attention are subsequently presented to the CSoC Medical Director.

Members are surveyed on a monthly basis to ensure they are receiving servicesneqihertcy, type, and duration
necessary to meet their needs. For any member that reports they are not receiving the services necessary to meet their
needs, specific remedial actions are required of their WAA facilitator.

Recommendations for 2020
MagellaQa ©6So0aA (S LlzofAaKSa | . SKIFEGA2NIf | SFHEOGK ¢22f1A0 ¥z
specific to Schizophrenia. A link to this resource will be distributed to providers via an email blast and included in the
upcoming provider newsteer.

| 95 L { tPlaf AtCaf Readmissions

The ultimate goal of CSoC is to keep youth and families together in their homes and communities. When this is
not possible and inpatient hospitalization is required, Magellan recognizes the disruption caused to the lives,
relationships, and sense of stiityi of both the hospitalized youth and their family. Therefore, reduction of
psychiatric hospital readmission rates is extremely important to ensure positive outcomes for members.

Analysis
Of the 10 members that met criteria for this9 5 L { 1miedsure] 2% were readmitted within 30 days of their
hospital dischargel his metric was reviewed by the CSoC Medical Director and Clinical Diietoto the low
number of members in the denominat, readmissiongor mental healthhospitalizations was not identified as
an opportunity. Several factors contributed to this determination includthg low number of members
included in the denominator, the low humber of members requirimgntal healthhospitalizations+5% of
membership) presence osignificant history of behavioral healtteeds prior to enrolimentife., SED/SMI,
history ofsuicidal/homicidal ideation, etc.andshort-stay model of CSoMespite not identifying this as an
opportunity, the CSoC unit closely monitors and manages all members requiring an inpatiehiatric
hospitalization.

| 95L{ tPER MY 2818

Numerator Denominator  Rate

2 10 20.0%

Barrier

Given the low denominator, it is not possible to determine if thasa is meaningful and would therefore warrant

further action. Instead, Magellan has developed and utilizes a number of assessment and ongoing monitoring
mechanisms tailored to the higiouch, individualized nature of wraparound. These include the Chidfalolescent

Needs and Strengths (CANS) survey, the Plan of Care (POC) Review Tool, and the Treatment Record Review (TRR) tool.

Interventions

Magellan tracks all psychiatric hospitalizations for CSoC youth daily and initiates coordination with WA#cktdiifig
facilitators, at the time of admission.
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Magellan emphasizes and monitors for discharge planning at the time of admission to ensure a seamless transition
back into the community with timely and appropriate follay appointments. A dedicated Wiziation Care Manager
assesses for the presence of discharge planning at the initial authorization request and every subsequent review. Lack
of a comprehensive discharge plan is grounds for the UMdoest a Physician Advisor review.

Magellan conductslimical rounds for youth while hospitalized in order to identify risks, need for specialized services,
supports available to family during times of crisis, exchange information between the care and utilization management
teams and facilitate coordinationf@are between the WAA and the inpatient provider.

C2fft2Ay3 yeé LEABOKAFGNRO KzaLWAGFtATIIGA2YyY (KS e2dzikKQa
for review by a Care Manager. The team meets to analyze what led to the hospitalizetiv and why the previous

crisis plan failed, and to develop new strategies and assign action steps to team members. This helps reduce the
likelihood of readmission.

The Utilization Management Committee (UMC) review aggregate utilization data fevel8 bf care and 3@ay

readmission on a quarterly basis. The UMC reports its findings and any interventions to the Quality Improvement
Committee.

Recommendations for 2020
Develop a comprehensive training on the Roles and Responsibilities of the WAR fadi | 1 2 NJ RdzNAy 3 | & 2 (
hospitalization to address the following objectives Attendance of trainings will be mandatory for clinical directors and
supervisors. Completion of training will be monitored through provider attestations.
The training willfocug y 02YY2y Ol dzaSa 2F K2alLWAGFIf NBFRYA&aaAz2ya AyoO
inadequate discharge planning, not understanding the importance of attending felfpappointments, and difficulty
filling prescriptions.
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Quality Improvemen#ctivities/Performance Improvement
Project

The CSoC Unit collects and integrates data from multiple data sources (i.e., internal inpatient and outpatient
claims and authorization systems, demographic/eligibility files, internal electronic member recarjl$pe

support quality improvement activities. Data from each of these sources is replicated and transferred to

al 3StftlyQa RFEGF 61 NSK2dzaS F2NJ AyiSaINFrGSR NBLRZNIAYS3
performance against established goals, @hies, and performance indicators as outlined in our QI Work Plan.
TheCSoC Unit analyzes data on an ongoing basis as specified in the QI Work Plan (i.e., monthly, quarterly, and
annually) and evaluates performance against established goals/benchtoarianitor progress towards goals,
identify and prioritize opportunities, and measure effectiveness of interventions.

When prioritized opportunities are identified, Magellan implements formal Quality Improvement Activities to
analysis of barriers using both quantitative and qualitative data sources. For each quality improvement project,
Magellan establishes measurable tofor quality improvement; designs and implements strategies to improve
performance; establishes projected time frames and specific interventions for meeting goals; uses leading
indicators when available for interim measurement and monitoring throughbetgroject timeframe;

documents changes relative to the baseline measurement; conducts an analysis against performance goals;
conducts remeasurement to measure for sustained improvement; and uses comparative data when available to
establish future performace goals. This section provides a summary of the active QIAs in place for the CSoC
Unit in 2019 Detailed analysis, including results and interventions, for each project are documented in the
Quiality Improvement Activity form and are available upon reques

. . CCO01, Element A, Factor 1 &
Improving the Rate of Attendance to Followp Appointments after CCOL, Element B, Factor 2

Hospitalization for Mental Iliness CCO1, Element C, Factor 2

Research has shown that timelytedence to scheduled appointments following inpatient discharge contributes
to successful integration into the community and avoidance of future readmisskarikwUp after

Hospitalization (FUH) for Mental llinedd&DIS@&easures are industry standar@gformance measures used to
monitor if members receive necessary follmp care within severand thirty-days following discharge. Because
of the unique aspects of the CSoC program, Magellan looks at both a standard measure, usittEDCEBA
specificatiors, and a modified measure.

20181 9 5 L { tFUH ratgs Were reviewed by the QIC in context of our member population characteristics and
intensive care coordination model of care. The QIC identified this as an opportunity for improvement for the
CSoC mendrship. QIC implement a formal QIA in 2019 managed by a QIA work group led by the QI director,
and included Medical, Clinical, and Network Directors as well as Clinical Supervisors, Network Specialists and
Clinical Reviewers. Work group conducted roat® analysis through evaluated utilization trends, member
demographics, GeoAccess reports, experience of members (i.e., care management team telephonically contacts
members following discharge to evaluate status and assist with barriers), and experience of
practitioners/providers (i.e., QI conducted meetings with practitioners from each regional WAA) to identify
barriers to kept appointments for FUH for mental illness. QI Project Manager utilized a Cause and Effect diagram
to identify barriers. Interventiongvere implemented to improve rates for 2019. Project goals were set to meet

or exceed theHEDIS®UH 90th percentile for both measures.
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The table below shows the folloup hospitalization (FUH) rates for 01/01/204.82/01/2018 and 01/01/201¢%,
12/01/2019 During the first remeasurement period, 369 CSoC members were admitted into inpatient
psychiatric hospitalization. There were 174 youth seen withilays of discharge for a rate of 47.15%, and 256
seen within 36days of discharge for a rate of 69.38%. Tdites have decreased from the baseline period for
both the 7day and the 3@lay indicators by 6.06 and 3.61 percentage poiatpectively. Additionally, the 7

and 30day rates for 2019 did not meet tHeEDIS®0" percentile ranking benchmark, with theday rate under
the benchmark by 6.98 percentage points anddzy below the benchmark by 4.79 percentage poifthe Chi
Square test of statistical significance was used for both tday’and 3eday measuresGiven a pvalue of 0.106
and 0.292, for fayand 3Gday respectively, the decrease from 202819 was not statistically significant.

The 2019 rates were evaluated in perspective to inpatient and outpatient services utilization trends, GeoAccess
reports, and member/provider experience for 201artRer analysis was conducted identify new barriers and
opportunities identified for 2020 include enhancing the role of the Family Support Organization (FSO) during and
FFEGSNI I 22dziKQa K2ALAGEFEAT I GAZY @ a It Sigpbritspeyialisis$oS a |
help guide families and youth through the phases of an inpatient behavioral health admission and smoothly
transition them back into the home and communifthe detailed analysis, including results and interventions

are documentedri the Quality Improvement Activity form and available upon request.

#1 Measurel 9 5 L { tFblipwiup Sppointments After Hospitalization for Mental lliness within 7 days of discharge

| HEDISBUH
1/1/2018- . 90th
0,
12/1/2018 Baseline 199 374 53.21% percentile: NA NA
54.13%
e Remeasure| Chisquare test
h L
1/1/2019- Remeasuremeni 174 369 47.15% o - #1 to p-value=.106;
12/1/2019 1 retrmEmile: Baseline not significant
54.13% g

#2 Measurel 9 5 L { tFblipwiup Sppointments After Hospitalization for Mental lliness within 30 days of discharge

HEDIS®UH
1/1/2018- . 0 90th
12/1/2018 Baseline 273 374 72.99% percentile: NA NA
74.17%
al=tB s el Remeasure| Chisquare test, p
h L
1/1/2019- | Remeasurement  ,gq 369 69.38% _ 20 #1to  value =0.292; not
12/1/2019 1 percentile: Baseline sianificant
74.17% 9
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| 95 L { tFblipwhup Appointments After Hospitalization for Mental lliness

100%
90%
80% 72.99%
70%

60% 53.21%
50%
40%
30%
20%
10%
0%

69.38%

47.15%

7-Day Percent 30-Day Percent
CCO01, Elemend, Factors 1 & 2

m 2018 m 2019 CCO01, Eement B, Facto#
CCO01,Element C, Factor 4

Improving Suicide Risk Assessment and Management for Children and Youth agéd 5

I {2/ @e2dziK FNB lY2y3 (KS aidliadSqQa vY2ad @dzZ ySNIofS Ay
in preventing andmproving outcomes for youth who struggle with suicidal ideations. In 2018, Magellan

initiated a QIA to ensure proper assessment for and management of suicidal risk in CSoC youth. The approach
was twofold. First, provider treatment records were reviewext vidence of current and past youth

assessment of suicidal risk in accordance with clinical practice guidelines (CPGs). Secondly, records were
reviewed for evidence that an individual crisis plan for addressing suicide risk was present.

The work groupwhich included the Quality, Clinical, Medical and Network Directors, evaluated inpatient

services utilization trends, adverse incidents, quality of care concerns, record review results, and
member/provider experience. Two critical measures that signéie@pportunity for improvement were

identified. Measure one was identified as initial assessment of suicide risk and measure two as the development
of an individualized crisis plan. The QIC established a-strontgoal rate of 95% for both measures foet
remeasurement period 1, with a lorigrm goal of 100% compliance due to significance of elements to patient
safety.

During the first remeasurement period, for measure one,-t@mber treatment records were reviewed with

164 meeting criteria for the agssment of current and past suicidal ideation and risk. This resulted in a rate of
91.62%, which was 3.38 percentage points below the goal of 95%. For measure two, 174 provider records were
reviewed with 131 meeting criteria of the presence of an indigictrisis plan. The rate for this measure was
75.29%, which was 8.22 percentage points above the baseline rate of 67.07% and 19.71 percentage points
below the goal of 95%. The edquare test was used to evaluate difference in 2018 and 2019 rates. Given a

value of 0.715805 and 0.168878, for measure one and two respectively, there was little evidence of a difference
the performance from 2018 to 2019.

Annual review of results conducted by work group concluded that changes in sampling methodology, which
included targeting newly credentialed providers, contributed to the decline in performance. The work group

reported that providers interviewed indicated that the education provided during the review was an effective
intervention to improve understanding eéquirements and best practices for assessing and managing suicide
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risk. As a result of this positive reported provider experience, the QIC recommended the continued
implementation of provider training interventions in 2020. In addition, the QIA work gronger the authority

of the QIC, will continue to explore opportunities to engage with Wraparound Agencies, who are responsible for
the ongoing assessment and plan of care development, to identify continued areas for improvement in this area.
The detailedanalysis, including results and interventions are documented in the Quality Improvement Activity
form and available upon request.

Measure#1: Assessment of current and past suicidal ideation and risk in provider treatment record reviews

1/1/2018- .
0
12/31/2018 Baseline 74 82 90.24% NA NA NA
1/1/2019- Remeasure Chisquare test, p
Remeasurement 1 164 179 91.62% 95% #1 to value.715805
12/31/2019 : A,
Baseline Not significant
Measure #2: Individual crisis plan is documented in provider treatment record reviews
1/1/2018- .
0,
12/31/2018 Baseline 55 82 67.07% NA NA NA
1/1/2019- Remeasure Chisquare test, p
Remeasurement 1 131 174 75.29% 95% #1to value =0.168878;
12/31/2019 . T
Baseline Not significant

Suicide Risk Assessment and Management Indicators of Children and Youth Az@d 5

100.00%
90.00%
80.00%
70.00%
60.00%
50.00%
40.00%
30.00%
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Measure 1
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Measure 2

m Baseline m Remeasurement 1
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01/01/2019%12/31/2019 CCO01,Element C, Factor 1

Improving Coordination of Care between Wraparound Agencies &adhavioral Health
Providers

| 22NRAYFGA2Y 2F OFNB Aa | F2dzyRFGA2Yy Il f LINAYOALIE 27
to CSoC youth and family. While strong partnerships exist between Magellan, state agencies, MCOs, and
behavioral helih providers, Magellan identified opportunities to improve coordination between WAAs and the
providers serving our membership. In 2018, Magellan initiated a QIA to examine two measures: 1) WAA records
evidencing timely notification and invitation of retent providers to Child and Family Team (CFT) meetings; and

2) provider records including a signed, current release of information form with the Wraparound Agency.

During the first remeasurement period, results for measure one showed 270 of 376 WAAs,emor1.81%,

met criteria for documentation of coordination with providers, which is 3.77 percentage points below the
baseline rate of 75.58% and 8.19 percentage points below the performance goal rate of 80%. For measure two,
86 of 217 provider recordsr 39.63% met criteria for documentation of the signed release of communication

with the wraparound agency, which is 11.31 percentage points below the baseline rate and 40.37 percentage
points below the performance goal of 80%. Thesthiare test was uskto evaluate difference in 2018 and

2019 rates Given a pralue of 0.2367480 an@.05406 for measure one and two, there was little evidence of a
difference from 2018 to 2019; although some could interpret theafue for measure two as indicate slight
evidence of a difference, caution was applied due to possible violations with the independence of the data
groups (i.e., some providers may have been sampled in both years).

The QIC reviewed quantitative and qualitative data collected in 201%areimined that the effectiveness of
previously implemented interventions was not supported. Additionak-cause barrier analysis was completed
and evidenced several opportunities for improvement in 2020. Among these are increasing education,
especiallytargeted towards newly credentialed providers, about the wraparound approach to care and the
enhanced coordination expectations of providers serving CSoC yrthatdetailed analysis, including results and
interventions are documented in the Quality Impement Activity form and available upon request.

Measure#1: Documentation of coordination of care with the WAA inviting the connected
providers to the Child and Family Team meeting

01/01/2018 12/01/2018 Baseline 291 385 75.58% 80% NA NA
Chisquare
Remeasurement Remeasure| test, p value
01/01/2019 12/01/2019 1 270 376 71.81% 80% #1to =0.236748;
Baseline Not
significant
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Measure #2: Documentation in provider treatment record reviews of coordination with Wraparound agency,

defined as presence of signed release of communication with Wraparound agency iré thedzii K Q &
01/01/2018. 12/01/2018 Baseline 54 106 50.94% 80% NA NA
Chisquare
Remeasurement Remeasure| test, p value
01/01/2019 12/01/2019 1 86 217 39.63% 80% #1to = 0.05406;
Baseline Not
significant

Measures for Assessing Care Coordination between Wraparound Agencies and Practitioners and Providers
75.58%
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Screening Program Activities QI07, Element A, Factors 1.&

QI07, ElemenB, Factors 13

Youth enrolled in Coordinated System of Care (CSoC) are required to complete a standardized assessment to
support clinical eligibility determinations. The assessment includes the Child and Adolsseds and

Strengths (CANS) Comprehensive and the Independent Behavioral Health Assessment (IBHA). It is completed
within the first 3Gdays of referral and every 18fays thereafter as part of a fade-face interview with the

youth and their primary aggiver. Youth and families enrolled in CSoC often hanevious involvement with
child-servingsystens, such ashild welfare, juvenile justice dhe behavioral health systa, which can cause

barriers tocompleting a thorough assessment due to theenstraintsfor families,, distrust of the assessor,

poor engagementetc. Because of this, the CSoC Unit partnered with our practitioner network to identify
screening tools that could help support both youtidafamilies and the@ssessorsrhen conducting an

assessment.

Development obur screeningprogram included theeviews of relevant scientific literature from the National
Institutes for Mental Health, U.S. Department of Health and Human Services, N&hitthTrauma and Stress
Network, and the Praed Foundation contributed to the goals mmtessegor each programln addition,
Magellan held a muktlisciplinary teammeeting which includedhe CSoC Unit Medical, Clinical and Quality
Directors,to selectscreening tool selections that would be beneficiabto population, while ensuring
alignment with corporate, state, and national best practicHse workgroup identifiednental health/substance
use comorbiditiestrauma, and depressn as areas where screening tools could be benefitiad.following
screening tools were selectday the work group to implement for the CSoC Unit:

The Child and Adolescent Needs and Strengths (CANS) scréartimg assessment ofoeoccurring Mental idalth and
Substance Abuse Screening.

The Patient Health Questionnaife(PH®) and the Mood and Feelings Questionnaire Short Version {SNAr the
depression screening.

The Adverse Childhood Experiences (ACEs) questionnaire is used for the A@taslficuned screening.

The programs werentroduced at monthhcalls with WA#ractitioners Medicaland LDH personnel, who were
encouraged to give feedback regarding the screening tools and their administration processes. During the
month of June 2019 provider agency serving two regigoarticipated in a demonstration trial of the

depression and trama informed screening programs prior to full state implementation on July 1, 2019. During
the demonstration montha I 3 St £ | y Qa eohduckeddrllosNdiviéiSy/adldress any problems and
suggestions to improve administration of the screenings.mguidllowup contact to all WAAs during July and
August, feedback was positive, attesting that the screenings helped identify and initiate conversations with
families on topics that may not have been addressed otherwise. Provider input is encouragel stiaegecof

RSt AGSNE 2F G(GKS &AONBSyAy3a LINBANXY® ! ff ldSaidrzyas
Improvement department.

Because the screening program is part of an established assessment protgooltialenrolled in the CSoC
program are given the opportunity to participate in the depression and trauma informed screening at the time
of the initial assessment and at reassessments as neededptbecurring mental health and substance abuse
screening is completed with each admtrégion of the CANS for the youtRarticipation is not required for the
depression and trauma informed screening and may be declined by the youth and/or gydvalregver, the
screening toolgan be used bpractitionersthroughmotivational interviewingechniques to assistouth and
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families at any point during the assessment procéskrief overviewand rationale for the selectioof the
screening tools are provideaelow, followedby the results of the screenirsgconducted during 2019.

CoOccurringMental Health and Substance Abuse Screening

Substance use and/or abuse increases morbidity with other mental health illnesses asdeeitesedife

expectancy. Risk factors for substance use in adolescdinikdad to socioeconomic status, peer group

influence, quality oparenting, andyenetic predisposition to addiction/addictive behaviors. Effective
AYGSNIBSyiGA2ya F20dza 2y Y2RAFAFIOES Naxal FFEOG2NA FyR
family, school, and community resources. Substance use places the adolescent in a higher risk group in multiple
areas. Substance use is consistently linked with continued suicidal behavior in adolescents. Not only are they
more likely to attempt suicide, bwlsoto use more lethal methods in their attempt. Adolescents with comorbid
affective disorders and substance use disorder are at greatest risk for reattempting and/or completing suicide
Rates of youth within CSoC with both mental health and substaseeliagnoses are low. Between Jan 2018

and December 2019, the prevalence rate of this comorbidity was 0.20%. This is partly due to the majority of
CSoC population being under the age of 16, comprising 84.31% of enrollPteate see the Demographic

report for full analysis of the ages of youth served through CSoC

The CANS is an existing screening prograragsessment of eligibilifypr CSoCThe screening tool is a specific

module within the CANS assessment and is triggered whenever the Substaritenisithe Youth
Behavioral/Emotional Needsectionis ratedat least a one. The Substance Abuse Module of the CANS

assessment measures severity and duration of substance use, identification of stage of recovery present, and
AYyFEdzSyoOSa 2F LISSNEZ LI NBydGasz FyR ENBagsBmen @yhgdlt Tl C
could indicate a history of substance abuse without current probl@@ANS assessment rating of a 2 or 3
indicates a serious and/or immediagéetionableneed for the adolescent that must be addressed through the

plan of careWhen aratingof 2 or 3 is reported, active substance abuse is present, and recommendatists
bepresentinthd. . | ! LISNIFAYAY3I G2 AydSNBSy i RGCYTHe planfdlaincess A f €
risk behaviors and needs with protective factors anéstiths to outline a comprehensive strategy to improve
functioning for the adolescent in multiple life domains.

Adverse Childhood Experiences (ACEs)eening

Research indicates that it is common for trauma survivors to be under ediagsosed If theyhave not been
identified as trauma survivors, their psychological distress is often not associated with previous trauma, and/or
they are diagnosed with a disorder that marginally matches their presenting symptoms and psychological
sequelae of traumalrauma survivors have difficulty regulating emotiomhis isnore so when the trauma
occurredatayoungage./ 98 F NB SELISNASYyO0Sa G(KI G KhandhangdBothhdNB y Q &
they respond to stress and damage their immune systems sogndly that the effects are only realized
decadedater. The science of ACEs and healing point to the urgent need to promote healthy parenting, teach
resilience, and address social and economic inequities limiting family and community capacity to heal and
prevent ACEs. The ACEs survey consists of 10 questions that measure physical, emotional, and sexual abuse;
physical and emotional neglect; and households with mental iliness, domestic violence, parental divorce or
separation, substance abuse or incarcérat

(@]

Depression Screening

Depression is considered one of the most prevalent disorders wittetarhing consequences in America. More
than 50% of adult mental disorders have their onset before the age of 18. Depression puts adolescents at
greater risk fo suicide, as they are seven times more likely to complete suicide than those without Depression.
According to a 2017 National Institutes for Mental Heaétport, an estimated 3.2 million adolescents aged 12
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to 17 had at least one major depressive episotleis number represented 13.3% of the US population aged 12

17. Typical symptoms for adwepression, includindisturbances in eating/sleeping habits and psychomotor
retardation, are not always seen in adolescefrtstead, impulsive acts, anger, andbedion are often observed
Theseexternalizing behaviors may mask depression and focus treatment away from the source. Two screening
G22ta& FNB F@FAflofS T PNOIdeayduths agadSlRan@ ofder{iakdInE®S\dIr K Qa | 3
youths aged 1 and youngerThe PHGEQ is a tool specific to depression and simply scores each of the 9 DSM

criteria based on the mood module from the original PRIMIE The MFQ@SV consists of thirteen descriptive

phrases regarding how the youth has been recently aainigeling. These are easily understood by children

and cover basic depression symptomatology. Neither tool is used for diagnostic purposes, but rather to guide
treatment and further assessments.

Results

As a result of the assessment asateening prgram, 4385 youth were assessbetween2018 and 2019. Of

those youth,35.6% were identified with an actionaldeljustment to trauma need. Furer, 33.0% were

identified with actionable depression needslower humber of youthor 4.8%were icdentified with actionable

substance use need-ollowing the identification of an actionable need, the Wraparound Agency works with the
youth, caregiver and treatment team to develapd implementan integrated, individualized Plan of Céwe

address those needa. ASt t I yQa /I NS alyl3aSyYySyid ¢SIFrY NBOASsa o2
enroliment and every 18days thereafter to ensure that services and strategiesediiective in addressig the

actionable needs. The Care Management Section provides more information on how the Plans of Care are
monitored and evaluated to support ongoing quality improvement activitesme of the barriers that were

identified as well as current and project interventions are listed below.

Barriers Identified
Certified providers (CP) reported increased time in the assessment interview to administer the tools.

CPs considered the screening tool items duplicativine CANS assessment.
WAAs wereoncerned about future training opportunities and accessibility of the screening tools.

Interventions
Administration guidance for screenings adjusted for the WF to provide family with screening tools prior to assessment
interview to reduce assessment tins@ent on screenings.

Future trainings will emphasize the two week look back for depression screening tools.

Recommendations for 2020
Magellan willcontinue to encourage screening tool use for CSoC youth.

Screening tools section will be addedatd: 3 St f | yQa LINPBARSNI 6S6aAiAiS> AyOf dzRAyYy 3

Screening program training will be added to provider orientation to ensure current and future providers are trained
and have access to the screening program.

SAVRY screening toolivie added to further enhance the depression screening program.
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QI 09, Element B, Factor81

Care Management Initiatives

Magellan develops and maintains a CM program that ensures covered BH services are available when and where
CSoC members need them. Our CM system has dedicated Care Managers, with specialized training in
Wraparound, available 24 hours per day/7 days perki@e5 days per year. The CM program ensures that

clinically appropriate and cogfffective BH services are identified, planned, obtained and monitored for

members who are high risk or have unique, chronic or complex needs. The process integrates Glatdibnd

Teams (CFTs), which include the member, the guardian and the Care Manager (who reviews the member's
strengths and needs)Theresult is a mutually agreed upon, clinically appropriate and-effsttive service
plan.Because of the special needsonir members, all youth and families enrolled are participated in complex

case management activitie€M Program functions include:

AssessmentMagellan has dedicated CM staff who review key documents that guide POCs and identify members that
require intervention. Thelicensed Mental Health ProfessiondWilP) Care Manager brings a keen understanding of
these documents, including the Child and Adolescent and Needs and Strengths (CANS) and Individualized Behavioral
Health Assessments (IBHA). Care Managetiew all available clinical information and reach out to WAAs to ensure
Magellan has accurate information. They also identify any concerns about the quality of the assessments and works
with WAAs and providers to address these concerns quickly.

Plan of @re (POC) approvalThe POC documents all formal and informal services that the child and family will receive.
Care Managers use a POC Review tool to ensure that Wraparound best practices and waiver requirements are met.

This helps ensure that the child @&family achieve their goals and children are kept safely at home.

Risk identification/ I NB al yFr 3SN& Y2yA(i2N) OKIyasSa Ay YSYoSNaRQ O2yR.
treatment or more intensive services. They may become aware of a change iti@otidrough collaboration with a

provider, changes in utilization (e.g., Emergency Department visits or inpatient admissions) and {pAKSdIBHA

information. The Care Manager collaborates with WAAs to ensure POCs are adjusted to reflect adaigdaand

services.

Care CoordinationThere are many avenues by which a Care Manager may become aware of care coordination needs a
child may have. Examples include the Barriers section of a POC, assessment information, utilization reviews with
hospitals} 2! ! AYGSNFI OS 2y al3SttlyQa LINPGARSNI sS6airisSxy (K
visits or from speaking with members and/or their families. Magellan has Care Managers, WAA Coordinators, Care
Workers, FSO Coordinators and Managed Cagai®zation (MCO)/Agency Liaisons, all of whom focus on the

individual needs of children and their families when needed. Medical needs, educational challenges and agency
involvement are just a few triggers for increased care coordination activities.

CoordnatonwithMCOY / F NB al ylF3SNAR |yR a/h [AlA&d2ya O22NRAYIGS (
health and wellness and neduplicative services. Medical needs are considered during every clinical review and

member interaction to ensure that childnehave appropriate and effective sources of healthcare.

Plan of Care Review Tool

At its core, wraparound is a valugsided, dynamic planning process that supports families in achieving their
goals and the written record of this planning process is tha BtaCare. Families work with their Wraparound
Facilitator to create a diverse Child and Family Team made up of the youth, family, service providers, system
partners, informal and natural supports, and the Wraparound Facilitator that is responsiblefifythg

needs, setting goals, evaluating strengths of all team members, creating proactive strategies and interventions,
planning for crisis, working to overcome barriers, and evaluating progress all documented in the Plan of Care.

Awell-designed Plan of Care reflects all ten principals or values of Wraparound and meets CSoC waiver and
Louisiana Medicaid requirements. The ten principles of Wraparound follow:
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Family Voice and Choicé. KS T YAt & | yR @& 2 dzii Kgeferehdd\ake lpio@izied Iy $ha tBamP | f dzS &
TeamBasedt KS / KAfR FYyR ClFYAf& ¢SIY A& YIRS dzLlJ 2F LIS2L)X S Ay
well-being.

Natural Supports¢ S+ Y YSY0oSNAR 6K2 | NB RNIgy FNRY laicwsbipsoroatanitie Qa LIS
diversity and skills of the team and are available to the family long after their involvement in Wraparound ends.
Collaboration.¢ SI'Y YSYOSNAR ¢2N)] (23SGKSNJI G2 ONBIFGS | LIX Iy GKIFG
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the family and their community.
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Strengths Basednterventions are builon and enhance the strengths of Child and Family Team members.

PersistenceEven when there are challenges, the Child and Family Team continues to work together toward goals until
Wraparound is no longer required.

Outcome BasedStrategies and progressward goals are measurable and the Plan of Care is continually revised based
on those outcomes.

LY FTRRAGAZ2Y (2 GKS LINAYOALNF & 2F 2 NI LI NRdzyRZ [ 2dzA & A
Wraparound best practices, specialized needs of youth &@MI/SED, and Medicaid requirements. Magellan is
charged with reviewing and approving Wraparound Plans of Care (POC), ensuring that all these requirements

are met. The process for Plan of Care review remained largely unchanged for several yeararnetlbss

effective over time in ensuring quality Plans of Care and service delivery and did not support ongoing growth of
GKS / {2/ LNRINIYOD Ly -34S wnmyX al3SttlyQa /I NB al
that would ensure Plans of Caadhere to Wraparound best practices, waiver requirements, and customer
expectationsThe creation of the Plan of Care Review Tool was guided by 5 priorities:

Clear criteria and definitions

Transparent review process

Consistency among reviewers

Timely, speific feedback that supports coaching
Enhance systems for technical assistance

In creating the POC Review Tool Magellan began with an examination and inventory of the CSoC waiver,
National Wraparound Initiative (NWI) best practices Ptihciples of Wraparound, Louisiana Department of

Health Wraparound Facilitation Best Practices for Louisiana, and contract requirements. Next, Magellan
considered how the various requirements would be evident in a POC. Then, Magellan created a set of
standards, with definitions and references to the previously listed publications that was reviewed and approved
by LDH. Once LDH approved the tool and definitions, Magellan engaged the Wraparound Agencies in the next
phase.

Each POC Review Tool item wdlyfand clearly defined, and a coding guide was needed to ensure consistent
application of the full definitions. All Wraparound Agencies and LDH were invited to participate in a workgroup
process to create the coding guide. The workgroups began meatiBgring 2019. Each item included in the

Tool was explained to members of the workgroup and both electronic and hard copies of the Tool and the
definitions were distributed to each WAA and LDH for reference. Wraparound Agencies, LDH, and Magellan split
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into smaller workgroups and divided the Tool into sections. Those smaller workgroups met separately and

created coding guides for each item. (The Tool uses a Likert scale for most items and Yes, No, N/A option for the
rest. For Likert scale items, a rajinf 1 indicates that the minimum standard is not met. A rating of 3 indicates

that the standard is met. A rating of 5 indicates a best practice. All items also allow for care manager comments
to be included.) The workgroups submitted their items togdiian, where they were combined into one
R20dzySyid o0STF2NB GKS I NAS 62N] INRdzL)  AaSYot SR F3AFAy
coding guide. Once the Tool was complete, it was submitted in its entirety to LDH for approval. The Tool,

coding guide, and full definitions were compiled into a manual that was provided to each Wraparound Agency,
LDH, and Magellan staff.

After the Tool was approved, Magellan began the training phase. Magellan clinical leadership and Wraparound
Coordinators isited each Wraparound Agency around the state to train WAA staff on the background of the
Tool, the full definitions, the coding guide, and every Tool item. Magellan conducted the same training for
clinical and quality staff.

¢ KS 62 NJ 3 NP daslestblishidttireshibldsfdr approval and an implementation schedule. Magellan
conducted a preliminary assessment of Plans of Care using the tool and found that very few Plans of Care would
be approved if the Tool was fully implemented at once. Tapsu growth and not cause undue burdens on

families and Wraparound Agencies, it was agreed that the Tool standards would be implemented in phases. The
workgroup decided that waiver and customer requirements were the first to be required for approvahbegi

in July 2019. Approximately monthly, standards were raised, with full implementation on November 7, 2019.

Every POC Tool that is completed by a care manager is sent to the WAA on the day it is completed, and a
spreadsheet with all POC Review Taatbdratings and comments) is provided to each WAA monthly. In order

to monitor progress on the Plan of Care quality at a system level, a dashboard that allows the user to view
outcomes based on such things as WAA region and POC type. Magellan shdeshtiward with WAAs and

LDH monthly and has offered WAAs individual meetings to discuss strengths and opportunities in their regions.

To ensure interrater reliability (IRR), all staff who review POCs (care managers, Wraparound Coordinators,

guality revewers, and clinical and quality leadership) participate in periodic IRR activities. Each participant is
provided the same POC and associated documents and is required to complete the tool. All tools are reviewed

by clinical leadership and then the POOOPReview Tool, and group ratings are reviewed together in team
YSSGAy3a a F fSFENYyAya OGAGAGE D LYRAGARdzEE adl FFQ
supervision. Magellan has begun measuring baseline data on Plan of Carethualigh the POC Review Tool

in order to determine the effectiveness of the technical support and training Magellan offers to Wraparound
Agencies.

Key Findings from the Plan of Care Review Tool

Care Managers completed reviews of 722 POCs from 11/07/202281/2019, with 479, or 66%, approved at
the first submission. The table below identify items with that are most frequently associated with plans of care
that are not approved, requiring imméate action by the WAA to correct the error.

Percent Percent Percent Percent

ltem Yes/5 3 No/1 N/A
Informal and natural supports have strategies 45% 38% 17% --
Trauma Concerns Addressed 43% - 25% 33%
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Multiple team members (beyond caregiver ayaluth)

50% 37% 13%
have actions steps in the crisis plan.
Contact mformgtlon |ncl.uded for gach person with & 93% B 7% B
action step in the crisis plan
New strengths identified in nemitial POC 67% -- 33% --

The Tool items listed above represent waiver, contractual and Wraparound best practice requirements, and the
ease with which a Wraparound Agency and Child and Family Team are able to address them varies. For
example, adding contact information (a waivejugement) to a crisis plan is a relatively simple task. Searching
out and building on new strengths, proactively addressing trauma, and integrating the participation of informal
and natural supports in all phases of the plan (both the proactive strageagid the reactive crisis plan) requires

a fundamental shift in the way Wraparound Facilitators, teams, and families approach Wraparound, and will
require significant coaching for Wraparound Facilitators and support from Magellan at all levels (medical,
clinical, wraparound fidelity, network, etc.).

Barriers ldentified

A 34% of Plans of Care submitted are not able to be approved at first submission. This indicates that progress and service
delivery for families may be impeded by an insufficient Plan of.C&orrection and resubmission of plans requires
additional administrative work for Wraparound Facilitators.

A The volume of data available from the Tool is significant and isolating specific items for review and intervention is a
challenge.

A The Plan of Ga Review Tool interactive dashboard is not yet available to Wraparound Agencies. Static dashboards,
individual Tools, and monthly aggregate reporting are provided.

A Only four (4) of nine (9) Wraparound Agencies have chosen to meet with Magellan Clirictiro review POC
Review Tool findings.

Interventions

A Onsite training with Wraparound Agencies on the Tool at implementation and fallpwn site and virtual trainings as
needed.

Monthly, onsite with WAAs technical assistance visits by CSoC catwdsn
Monthly review of systentevel findings with WAA Clinical Directors and LDH
Memberlevel case reviews with WAAs

Monthly consultation for Magellan staff with contracted Wraparound trainer

al3SttryQa /[ tAYAOFf 5ANESOinkalEadersNip Halte Nferaz,/tdmegt ith MRapayolind 2 NA =
Agencies to review the findings for their regions, demonstrate the interactive dashboard, and collaborate to identify
and prioritize items for intervention.

> > > > >

Recommendations for 2020
A Create andlisseminate interactive dashboard for each Wraparound Agency to support coaching and supervision.

A Target training and technical assistance activities to challenges identified in the POC Review Tool. Build on strengths
found in the Tool.
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Wraparound Coordiators work with individual Wraparound Agencies to identify goals for-fins¢ submission
approval.

Conduct followup training with Wraparound Facilitators, Coaches, and WAA leadership.
Continue gathering baseline data and form workgroup to prioritizditumitiatives to improve Plan of Care quality.

Other Uses for POC Review Tool

Wraparound Coordinators identify patterns of strength and challenges in their assigned region to inform their
educational and technical assistance efforts with Wraparounchgigs. Specific items trigger care management
activities may include the following:
- Outreach to MCO if a youth has an unmet health need or needs a PCP.
- WSTFSNNIf G2 al3SttlyQa {GFrdS !'3Syo0e [AlAazy 6KSy OKA
developmental disability and may need developmental disability support services.
- Complex clinical needs may be referred to the Medical Director or Physician Advisor.
- Outreach to WAA with resources for youth with identified tobacco, substance use, or gssueg.

Clinical, quality, and training staff identify support and training needs for Wraparound Agencies.
Wraparound Agencies can view trends among their staff and the populations they serve for targeted intervention.

Other Care Management Initiatives CCOL. Element A Factor 1 &

CCO01, Element B, Factor 2

Enhanced FollowJp After Hospitalization
al 3SttlFyQa 2NILINRdzyR / 22NRAYIG2NA O2y il OG FFYAtASE
follow-up appointment has been made, to sugpthe family in identifying and overcoming any barriers to

attendance, and to emphasize the importance of the work of the Child and Family Team during times of

transition. Because the needs of CSoC youth are so significant, Wraparound Coordinatersgaleecond

time, one week later, to assist families with any new barriers they may have encountered, ensure clinical and
medical needs are met, and that the Child and Family Team is engaged. The enhanced level of support offered
by the Wraparound Coondator ensures that the CSoC youth is supported.

Team Structure

Magellan has organized its clinical and network teams according to Wraparound regions to foster cooperative
relationships with Wraparound Agencies and providers, build expertise and cultumgletence in serving the
different geographic areas and people groups of the state, and maintain clinical familiarity and consistency in
serving with CSoC youth. Each Wraparound Agency has an assigned Care Manager, Wraparound Coordinator,
and Network Maagement Specialist. These team members (along with Quality, Clinical leadership, and the
Medical Director) are able to work cooperatively to ensure members have the correct services they need, that
guality of care concerns are addressed, and act on merabéiprovider grievances and complaints as needed.

The primary goal of the team structure is consistency and stability in implementation of the CSoC program.

Additional Initiatives
Follow-Up After Hospitalization, the EBP Workbook Project, ligihRisk Member Management are
multidisciplinary initiatives described in other sections of this document.
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Evidenceand Best Practice Initiatives

al3SttlryQa ySig2N] GSFY O2fflro02NriGSa gAGK Of AyAOl
Department of Health (LDH), to identify and implement initiatives related to quality of care for CSoC youth and
families. Evidencbased practices (EBPs) are essential for serving the diverse demographics and guiding care
related to the complex behavioral nds of CSoC youth. In accordance with the highest industry standards, the
CSoC network includes access to four eviddyased practices for youth and families: Homebuilders,

Functional Family Therapy (FFHQnctional Therapyg Child Welfare (FFTW),and Assertive Community

Treatment (ACT).

Homebuilders

The EBPs with the highest utilization by CSoC members are Homebuilders and Functional Family Therapy (FFT).
Homebuilders is an intensive -lhome evidencéased program utilizing researtlased strategiesicluding

motivational interviewing, cognitive and behavioral interventions, relapse prevention, and skills training. This
service is designed for families with children at imminent risk of out of home placement or who are navigating
reunification followng separation or placement. Typically, this intervention lasts fomkeks, though that time

period can be extended if needed.

Homebuilder providers contract with the Institute for Family Development (IFD) for training, supervision and
monitoring of services. This occurs primarily through a Homebuilders® national consultant. IFD provides training
and consultation to teams as part of a contract with the Department of Children and Family Services (DCFS). The
referral source for Homebuilas is almost exclusively DCFS and as less than ten percent of CSoC youth are
involved with the DCFS, this likely contributors to the relatively low utilization of this service.

Family Functional Therapy (FFT) & FEHild Welfare

FFT is an evidendmsed fanily intervention that typically spans five months and is targeted at youths

demonstrating externalizing behaviors or who are at risk for developing more severe behaviors that affect family
functioning. A subtype of FFT, known as-ERild Welfare servicess aimed at youth and families with

suspected or indicated child abuse or neglect. Problems faced by these families include youth truancy,

educational neglect, parental neglect or abuse, history of domestic violence, and adult caregiver substance use,
anxiety, depression, or other significant mental health disorder. The Division of Family Services is the primary
referral source for FFCW services. Providers use the same HCPS code as Community Psychiatric Support (CPST)
along with modifier HE for FFTARFTCW services are distinguished by an EBP indicator of EBO1.

Given that both Homebuilder and FFT interventions last longer than a single month, the table below details the
number of unique CSoC members who received these services in 2018 and #02&tiod of Homebuilders
and FFT remains steady year to year.
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Unigue Members UtilizingevidenceBased Serviced-iscal Year 2018 and 2019
350

300
250
200
150
100

Number of Members

50
Homebuilders FFT
m July 2017 - June 2018 30 297
July 2018 - June 2019 24 294

ACT was added as a covered service ir820youth ages 18 to 20 years of age. ACT services are comprised of
therapeutic interventions that address the functional problems of individuals who have the most complex

and/or pervasive conditions associated with major mental illness aroccoirringaddiction disorders. These
interventions are strengt® A SR | YR F20dzaSR 2y LINRY2(iAy3a aayvyLiizy a
to cope and relate to others, and enhancing their level of functioning in the community. Nine ACT providers

joined the CSoC network in 2019 and only one youth has received the service as of December 31, 2019.
Utilization of this service is likely to remain low given the narrow age range and the targeted population.

2019 Interventions

The GoC network department contirally strives to identify and credential practitioners, providers and
specialized behavioral health providers to improve member access to care and specialty needs. The network
department, along with quality and clinical departments, recognizes the needvelap and expand additional
EBP services. To that end, in 2019 the CSoC unit developed a Network Strategy Committee (NSC), which is
OKIFANBR o0& (KS bSig2N] 5S@St 2 LIVSY (brevidwyekvitecapacitydndi 2 NJp ¢
program development initiativesThecommittee initiatesthe recruitmentof providers in collaboration with the
Wraparound Agencies (WAAs) and Family Support OrganiZ&&jo ensurethat unmetneeds ofthe local
communities aradentified and addressed. Thisommittee then develops and implements strategies to meet
the needs for network expansion in each region. Its intent is to increase network capabilities by involving the
community as well as internal and external stakeholders in developing creative sslutio

In April 2019 the NSC developed an EBP workgroup tasked with exploring EBP expansion options. One
intervention was to explore the utilization of symptanased workbooks to train CPST masieksl workers in
evidencebased treatment modalities for aiety, depression, and trauma. Providing EBP workbooks and
al3SttlryQa 2yftAyS /.¢ OGNBIFIGYSyd FLILINRIFOKSa T2N G6KSa
CPST services are often rendered by madersl individuals who are not yet fullydicsed. The committee

proposed that the utilization of EBP workbooks and online resources could guide these practitioners and better
focus their interventions.

CKS OfAYAOFE FyR ljdtAade GSFHY NB&SHNDKSMeditayald 4 St SO

Clinical Directors completed a tour of the nine regional Wraparound Agencies. The purpose of the meetings was

CSoC Unit QIC Approval Dat@3/19/2020
Confidential Proprietaryand Trade Secret Information. Page93| 193



CSoC Unit
Quality Improvement; Clinical Management Program Evaluation
01/01/2019%:12/31/2019

to introduce the new Medical Director to the WAA teams, inquire as to what could be done to assist in their
missions, and to discusise proposed workbook approach. Based on direct feedback during the visits, it was
decided to move forward with a plan to facilitate the use of EBPs for members and to provide training for
masterslevel CPST workers around their use.

Two workbooks weralentified based on the behavioral health needs to be addressed. The workbook project
was presented to the Louisiana Department of Health (LDH) in November 2019. The network department began
outreach toMental Health Rehabilitation (MHR) providers who wacéively treating our members through
November and December to begin introducing them to the workbook concept and advise them of an
informational call planned for January 2020. Provider feedback was positive. A training presentation was
developed by the Qality Improvement Department designed to provide direction on developing and

maintaining quality documentation for services.

The EBP workgroup also began participating in The Center for Excellence to Practice workgroup in February
2019. Prior to The Ceat for Excellence to Practice workgroup there was a collaborative group of behavioral
health representatives from the five Healthy Louisiana Managed Care Organizations (MCOs) who were meeting
regularly for over a year to plan eponsoring trainings for #irapists in EBPs for childrerb0 It was

subsequently suggested this group should join The Center for Excellence to Practice in order to continue
collaborative work around supporting EBPs (i.e.; training, fidelity monitoring, strategies to sustainand®P
providers in the Medicaid network). This center is housed at Louisiana State University (LSU), with the Office of
Behavioral Health (OBH) and Medicaid funding and overseeing the mission of coordinating, sustaining, and
evaluating efforts to expahaccess to EBPs. Through this workgroup four new EBP services were identified and
added to the Behavioral Health Services Provider manual:

Child Parent Psychotherapy (CH® RN intervention for children aged®and their parents who have experienced at

least one form of trauma including but not limited to maltreatment, sudden traumatic death of someone close, a
serious accident, sexual abuse, or exposure to domestic violence. The primary goal of the treatment is to support and
strengthen the relationsipi between a child and his or her parent (or caregiver) in order to repair the child's sense of
safety, attachment, and appropriateness of affect to ultimately improve the child's cognitive, behavioral, and social
functioning.

ParentChild Interaction Thempy (PCITis an evidencédased behavior parent training treatment developed by Sheila
Eyberg, PhD for young children with emotional and behavioral disorders. PCIT emphasizes improving the quality of the
parent-child relationship and changing parectildinteraction patterns. Children and their caregivers are seen

together in PCIT. Parents learn and practice communication skills and behavior management with their children in a
playroom while coached by therapists. The activities and coaching by a thterapance the relationship between

parent and child and help parents implement nooercive discipline strategies.

Preschool PTSD Treatment (PRIY Youth PTSD Treatment (YRAFE cognitive behavioral therapy interventions for
posttraumatic stress disord€PTSD) and trauma related symptoms. PPT and YPT are adapted for different age groups:

- Preschool PTSD Treatment (PPT) is used for children ejes 3
- Youth PTSD Treatment (YPT) is used for children and youth-4§es 7

The Triple P Positive Parenting Prograsma parenting and family support system designed to prevent and treat

behavioral and emotional problems in children. It aims to prevent problems in the family, school, and community

before they arise andtocreate fY Af @ SY@ANRYYSyGa GKFIG SyO2dz2N} 3S OKAf RNB
{eaitsSye¢ AyOftdzRSa I adzidS 2F AYyiSNBSyldizya s6A0GK RATFTTFSNE
needs of youth and parents.
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In preparation for utilization of the services, the network team and IT resources identified and implemented
system configuration changes that would allow for appropriate tracking of provider certifications, EBP
specialties, EBP code tracking, authorizagicand outcome codes to monitor utilization of services. The current
Tracking of Evidence Based Practices procedure was amended in February 2019 to include draft process for
tracking the newly identified EBPs. Additionally, the network team identifiecently contracted providers
certified for each EBP. There were 193 practitioners identified-astimork at the time of the analysisull
implementation of these services will begin onidee Center for Excellence to Practice workgroup finalizes the
fidelity monitoring requirements and determines responsibility for oversight.

Recommendations for 2020

Clinical, quality and network departments held a conference call with MHR providers on January 23, 2019. At
GKAa YSSOAy3az [ {2/ Qaresarfaioh éntitedsEdedNBRiDEk Nhedy foNESBC |
members with Anxiety, Depression, Oppositional Behaviors, and Conduct Dishedeorkbook workgroup will
continue to move forward to achieve full implementation of the workbook initiative to engatgh and

families receive evideneeased care. Actions to support this goal in 2020 include:

Workbook project:
- Develop a presentation to be shared with the State Governance Board
- Develop a tip sheet to accompany the workbooks
- Disseminate workbooks angptsheets to MHR providers
- Conduct follow up training with MHR providers to include documentation requirement (March 2020)

Continue to collaborate with The Center for Excellence to Practice workgroup on fidelity monitoring and outreach to
certified provides to join the CSoC network

Finalize and obtain approval for Tracking of Evidence Based Practices process amendment
Develop and conduct EBP trainings for internal staff, providers and WAAs
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BehavioralContinuum and Behavioral/Medical
Integration Activities [ oo, lement A, Facsr a2 |

Magellan implements policies and procedutesnsure that that is coordination across thehavioralhealth
continuum of care andritegrationwith medical plans to support a whole person model akc&@hemany of the
policies and procedureémplemented by he CSoC Unitere customized to ensure customer requirements were
met allowing to qualifying membetto seamlesslyi NI Yy a A (1 A 2y 0 SNapdy&i\Carei Gtgnizat®drdzi K Q &
(MCO)and Magellan as the CSoC CoordinafartheCSoontractor, Magellan is responsible for the
administration ofspecialized behavioral health plan fosmallsubsetof SED/SPMI youth and adolescents

within the largerMedicaid eligible population (i.2400 youth and familiegs MCOsre responsible for the
administration and management of physical, behavioral health and pharmacy benefits for the remaining
Medicaid youth and adult populatiourrently, there ardive MCO plansontracted by LDH and Mediddb
manage over one million Louisiana residents eligible to receive Medicaid befefiis.a youth is enrolled in
CSoCthe MCO continues to manage physical and pharmacy benefits, as well as residential behavioral health
services while Magellan administs specialized behavioral health services, including inpatient and outpatient
levels of care, and waiver support services.

LDH promulgates standard operating procedures, which requires referralsrtmbethrough theg 2 dziME@ &

to ensure thatrelevantmember information about current and/or previous service utilization is exchange

between the MCO and Magellan, thénK  NBR gA G K (G(KS YSYoSNIMagelandol@dish G A 2 y
and integrategiata to identify opportunities to improveoordination across the continuum of behavioral

healthcare servicesncluding at transition of careetween health planduring critical points in treatment, and

at dischargdor all practitioners, prescribers and providegparticipating on the child trement team. This

section providesctivities conducted in 2019 to support coordination across the behavioral health continuum
andintegration of medical activities

. . . . CCO01, ElemenB, Factorl
Coordinating Care Across thligehavioral Health Continuum CCO01, Elemen€, Factorl

Continuity and Coordination at Transition of Care

In the Louisiana system of care, Medicaid utilizes an integrated model of care in which behavioral health,
LIKegaAOoOlt KSFfGK FYyR LKFNYFOe o6SySTAda IINB YrylF3aISR o
healthcare program which requires Magellas,the LDH CSoC Coordinator, to assume the responsibility of
YEYyF3aSYSyid 2F o0SKIFE@GA2NIf KSFEGK aSNIBAOSA RdzZNAyYy3a (KS
have a direct contractual relationshillagellanis contractual required to have a ptish, or MCO liaison, that is
dedicated to supporting members as the transition between the MCOs and Magellan. Although Magellan does

not have a contractual relationship with the MCOS, the MCO liaison also supports our members in addressing
issues in acasing physical health, residential behavioral health services and pharmacy benefits when they are
identified. Coordination of care activities are conducted with MCOs iraltewving situations:

Referrals to CSoC are initiated by families through theattheplan. The health plan gathers information about current
and recent providers / service utilization, medication, and living setting during the referral call, and provide that
information to Magellan in writing in real time while on the call. In 201956 referrals to CSoC were received from
the MCOs;
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At least once a month, Magellan has a meeting with each MCO to include the MCO Liaison, Magellan Medical Director,
and health plan representative to discuss youth who are discharging from CSoC artebtrgmgsback to their health
plan;

Written documentation provided by Magellan to the receiving health plan when a member disenrolls including most
recent CANS, Discharge POC, and discharge form that includes current providers and authorization needed for
continuity of care purposes;

As needed when members have difficulty accessing prescribed medications, have a medical condition that may benefit
from being involved with medical complex/condition case management, need a medical specialist, etc.;
When the hed#th plan identifies a new behavioral health need in the course of managing medical care.

When a youth is enrolled in CSoC is hospitalized, at times the family has trouble with obtaining medications upon
release of the youth from the hospital

To support these activities, Magellan tracks care coordination between the health plans and Magellan. The data
0SAy3 GNIXO1SR o0& al3aStfly AyOfdRSa (KS F2ff2gAy3ay
Physical health care coordinatiomeil sent to the HLP, email sent date, Physical health care coordination
category type (i.e. Physical health CM referral, PCP needed, Medication assistance, Pregnancy, Parenting,
treatment/Provider assistance requested, interpreter services for medicadiappents) and date of response
received from health plan. The data is updated daily as needed while collaborating with the Health Plans and
Wraparound Agencies via phone calls and emails depending on the severity of the need.

Often times, after transibn members may be more vulnerable to setbacks. For this reason, Magellan employs a
robust system of medical and clinical oversight as youth are transitioned from the CSoC program back to their
MCOs. The Medical Director exercises oversight of all digetiaWraparound Agencies provide documentation

for each youth who is discharged including their most recent CANS assessment, Plan of Care, and a discharge
F2NYOD ¢KS 2NILINRdzyR / 22NRAYIFG2NI F2NJ 0 KI G aséhdzi KQ&
review the forms and present the information to the Medical Director. The Medical Director looks for any areas
of concern that may need the special attention of the receiving MCO such as; diagnostic and psychotropic
medications alignment, complex migal diagnosis, and member engagement in-ofshome treatment that

may lead to rereferral at discharge. Once the cases are reviewed, the MCO Liaison completes a detailed weekly
discharge agenda and sends it to the MCO prior to the discharge call.isEharde call is led jointly by

al 3StftlryQa aSRAOFIf S5ANBOGZ2NI YR al/h [AFA&2Y YR Aa
Liaison presents demographic information, diagnosis and reason for discharge. The Medical Director presents
clinical infomation including medications, CANS outcomes, outstanding clinical issues, and existing behavioral
health providers. MCO representatives engage in discussions to ensure a smooth transition is rendered and that
0§KS YSYOoSNRa ySSRa @Ro9 F7\CHoCyalnf weieisemSlliedvaSditransitionet! back

to their respective MCO for continued services, treatments, and case management as applicable.

Barriers ldentified

Some MCOs experienced regular turnover of CSoC Liaison position, leadiffigtlties in maintaining established
processes for coordination.

Magellan rarely receives health information from MCQOs, and encounters barriers in receiving specifically requested
information.

The discharge form agreed upon by LDH, Magellan, and ©@3oes not provide sufficient information on
outcomes, living setting, and reason for discharge.
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Interventions

al3SttlryQa a/h [AFAaz2yZ aSRAOIf 5A NSk théeBhgswithRICO stafy A O
to problem solve, buildelationships, provide education about CSoC and wraparound processes/principles, and engage
in process improvement.

—

An internal workgroup at Magellan recommended to LDH that updates to the discharge form occur to make them more
meaningful to MCOs and Madgah for continuity of care and outcomes tracking purposes.

Recommendations for 2020
Implement revised discharge form and educate MCOs and Wraparound Agencies in its use.
al 3StftrryQa aSRAOIf 5ANBOG2NI Sy3r IS atdimpravéprokeSsedfor 5 A NB O 2 |
sharing membetevel health information.
al3StftryQa al/h [AFA&d2y RS@St2L) F+ adkyRFENR / {2/ 2@3SNIAS,
processes.

Coordination of Care betweekllVraparound Agencies (WAAs) and Formal Behazidiealth
Providers

Magellan has policies and procedures in place to ensure collaboration between WAAs and treating providers to
promote coordination of care for youth across the behavioral health continuum. WAAs are required to invite all
formal providers that are listedod 2 dzi KQ& t h/ (2 S@SNER Y2y (iKfte / KAfR |y

OFf SYRFNJ RFead 2F I aOKSRdZ SR / KAfR YR CFYAf& ¢SIY
FYR /!b{ 6A0GK (KS @2dziKQa LINAYINR DY NBKIKEEROROY tly
NBIljdzZA NER GKIFG | e2dzikKQad GNBFGAY3 o0SKFEGA2NIf KSIfGK

/' b{ Ay {KSMageldnitkcamentdecortliéwews include monitoring the coordination of
care betwea behavioral health practitioners and with the primary care physician, as well as between
behavioral health provider®ata is collected from the Wraparound agencies quarterly during onsite audits
and from the provider agencies at least annually from tneemt record reviews. Magellan offers ongoing

training for both Wraparound agencies and providers related to collaboration and importance of
communication. Ongoing training is evidenced bynbinthly all provider calls led by Network Management
Specialist ad monthly onsite visits with WAAs by Wraparound Coordinators.

Key WAA Audit Results
2018 2019
# of Total # of # of Total # of
Element Compliant Elements Percent Compliant Elements Percent
Elements Reviewed Elements Reviewed

4C- TreatmentRecord reflects continuity and
coordination of care between primary
behavioral health clinician and psychiatrist,

L 367 390 94.10%  362.5 388 93.43%
treatment programs/institutions, other
behavioral health providers and ancillary
providers.
1D- Evidence of timely notification of 312 385 81.04% 208.5 376 79.39%

Behavioral Health Providers of CFT meeting

For both elements listed above, performance decreased slightly from 2018 to 2019, with Element 4C meeting
the standard and Element 1D not meeting the standard. The Child and Family Team meeting is the place where
all decisions about care and treatment piang should occur. Participation by diverse team members is

CSoC Unit QIC Approval Dat@3/19/2020
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essential to the function of the Team and the quality of the Plan of Care that documents the work of the team,
and providers who are not invited timely or at all are not given the opportunisttend and support the

Wraparound values. In record reviews driven by Quality of Care Concerns and unrelated to regularly scheduled
audits, lack of coordination is frequently observed.

Barriers ldentified

Wraparound Agencies consistently do not proviiheely notification of Child and Family Team meetings, which is the
core treatment planning activity of wraparound, to providers.

The lack of care coordination impedes progress in treatment.

Only LMHPs and staff from the Family Sup@nganization may bill for participation in Child and Family Teams,
limiting the availability of other provider types.

Interventions
Each WAAeceivesa detailed results letter outlining the results of their review and scores for each section.

If the WAA sores below the minimum threshold, they are required to submit a written corrective action plan to be
approved by Magellan and feedback is provided as needed.

Each WAA has a designated Wraparound Coordinator who is available to proxsie and telephoit technical
assistance and training.

Wraparound Coordinators continue to offer @ite and telephonic technical assistance, and add periodic;aumtit,
chart reviews to support care coordination activities.

Recommendations for 2020
WraparoundCoordinators continue to offer esite and telephonic technical assistance, and add periodic;aumit,
chart reviews to support care coordination activities.
Foster connections among Wraparound Agencies, providers, Network Management Specialists, jaaue Wvich
Coordinators when barriers to care coordination are discovered.

Enhance new provider orientation to emphasize care coordination expectatio]

CCO01, ElemenB, Factor2

Follow-up Careafter Hospitalization for Mental lliness CCOL, Element, Factor2

All outpatient treatment services are planned by the Child and Family Team and authorization is requested
OKNRdzZAK GKS @e2dzikQa tfly 2F /I NB® ¢KS th/ AyOfdzRS
barriers, providers, and service type and intensity. Families receive assistance from their Wraparound Facilitator
in understanding the service array available to them, and in choosing providers the family believes will best
meet their needs.

When CSoCoyth are hospitalized, it is expected, and written as part of the Medical Necessity Criteria, that
hospitals coordinate with the Wraparound Agency and have a discharge plan with appointments finalized one
day prior to discharge. The Child and Family Teamsponsible for planning care for each member, according
to their unique needs. This responsibility continues while children are hospitalized, and Magellan encourages
hospitals and Wraparound Agencies to schedule Child and Familyriieatimgs duringhie hospital stay,

preferably onsite, and virtually when necessary, for discharge planning purposes.

The guardian is provided active assistance upon discharge from an inpatient psychiatric hospital setting to
encourage attendance of aftercare appointman® a | ISt f | y Qa AftdBHOsp#AlzatioD procésBed
places responsibility for followzL) 6 A G K G KS OKAf RQad RSaA3dyrGdSR OFNB YI
2 NI LI NPdzy R / 22NRAYFG2NAR Ol tf (KS @& eaablKibeinexBoddindsRA I Y &
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day, to remind them of the aftercare appointment, encourage attendance, and confirm if a Child and Family
Team meeting has been scheduled. The Wraparound Coordinator will provide assistance to maintain
appointment if needed includg, assistance finding a different provider or appointment time, providing
AYF2NXYIEGA2Y 2y aSRAOFAR (NIYYALRNIIFIIA2YyS RANBOGAZ2YA
Wraparound Coordinator notifies the guardian that they will follow up aga&rphone in seven days to confirm
appointment and address any barriers.

Barriers ldentified

When children are hospitalized great distances from their home, scheduling Child and Family Team meetings can be
challenging.

It has historically been difficufor members who live in rural areas to access Licensed Mental Health Professionals
(LMHP) when transportation is an issue.

LMHPs are most often offideased and members rely on services being provided in their homes and community
locations.

Hospitals and \Waparound Agencies report challenges communicating with each other.

Interventions
al 3SttryQa OFNB YIylFraSNE 2FFSNIAYYSRAIGS O2yFSNBYyOS OF |
notified of a communication barrier.
In July 2019Magellan significantly increased both the reimbursement rates for LMHPs and access to them.

Magellan initiated a plan to provide evidenbased workbooks and associated training to AdiHP providers who
serve members in their homes and communities.

Recommendations for 2020

Distribute evidencéased workbooks to providers, train Wraparound Agencies, and fully implemented workbook
program.

Monitor use of expanded LMHP network and conduct root cause analysis if utilization does not increase.
Memberswith SEZSPMI

The Coordinated System of Care is dedicated to focusing on youth with severe and persistent mental illness, and

I 5{a RAIFI3Iy2aia Aa NBI|dANBR F2NJ SyNRtftYSyd Ay (GKS L
includes youth ages-80, who haveserious mental health challenges and are in or at risk of out of home

placement. Magellan identified a gap in skills in provider workforce, which led to a workbook project. The

G2N] 0221 LINRP2SOG SR o0& GKS aSRA Qpfovidsrd N6 Oaikbodis A y O2 Yy
I RRNBaa aSOSNB IyR LISNEA&AGSYOH YSydlrt AtfySaa O2yRA
providers will be trained on how to utilize the free workbooks with youth and families. Magellan will provide
ongoingmM YAUG2NAY3I YR GSOKYyAOFft FaaraidlyOS (2 GKS 211 Q2

The Plan of Care review tool discusses Evidence Based Practices being considered when appropriate as it relates
to youths with severe and persistent mental illness and a &3kkntal healttdiagnosis on file. Both elements
F20dza 2y GUKS alLISOALft ySSRa 27T (i Kdkiskyoufl? redufing énhaRogdd a | 3 S
management and oversite has prompted the development of an enhanced risk project.

The risk project is led by thdedical Director, supported by both the clinical and quality department.

CSoC Unit QIC Approval Dat@3/19/2020
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The overview includes use of an algorithm to apply to the CANS to identify youth to be screened for enhanced
risk and use of the SAVRY as an evidethesgd measure to assess-gaing risk. Magellan has purchased

training slots to be allocated to the wraparound agencies to train staff on the SAVRY.

Magellan then presented this project plan to the wraparound agencies and broke down the steps into seven
different workgroups:

A Devel@ Protocol for Assessing Initial Risk

A Develop Protocol for Assessing Ongoing Risk

A Develop Process for Coordination between Clinical Director, Wraparound Facilitator Supervisor & Wraparound
Facilitator

A Develop Procedure for Engagement and Coordination égate Providers

A Develop Standards for Documentation

A Develop Workflow for Coordination between WAA and Magellan

A Develop Criteria for Discharging Members from the Enhanced Risk List

Staff from each wraparound agency, LDH, and Magellan volunteered for each workgitmitent was for the

g2N] ANRdzLJA G2 dzaS al 3StfryQa 20SNWASG & 3IdZARFyOS 7
these youth. After the final process isedeloped with collaboration among Magellan the WAAs, and LDH, it will

be presented to LDH leadership for approval with the goal of implementation being late Spring 2020.

This initiative isnore fully described in the Care Management Initiatives section. CCOL, ElemerB, Facto3

Appropriate Use of Psychotropic Medications CCOL, Element, Factos

z

Ly [2dAaAlylQada aSRAOFAR aeadsSy 2F OFNBX Ylye 2dziLl
medication management servicesrges as a valuadded benefit to their members. Because this direct

relationship exists between prescribers and paescribers, Magellan has a unique opportunity to monitor the
appropriate use of psychotropic medications in CSoC youth through the TreReeord Review (TRR)

process. In 2019, 217 member records were reviewed to assess adherence to clinical practice guidelines for the
use of psychotropic medications, the results of which are documented in the table below. The CSoC Unit
establishes a miniom performance threshold for overall performance at 85%; however, if a specific element is
considered a potential quality of care concern, the Clinical Reviewer can require corrective actions for any
performance level and will inform the Medical and Chhidirectors of any emergent/urgent quality concerns.

Exploration of allergies and adverse reactions 915% 922%

Member compliance or nenompliance withmedications is documented; if nen
compliant, interventions considered

Signed and dated consent forms for medication or refusal documented (as applic: 89.0% 81.0%

Medication flow sheet completed, or progress note includes documentaticuént

98.0% 99.0%

0,
psychotropic medication, dosages, date(s) of dosage changes 95.1%6 98.9%
Documentation of member ed_ucatlon reg_ardmg reason for the medication, benefi 87 9% 80.7%
risks, and side effects
Documentation of member verbalization ohderstanding of medication education 84.5% 753%
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IF PRESCRIBED ANTIPSYCHOTIC MEDICATION: Provider documented ongoin
of weight and recalculated BMI (e.g., 4 wks., 8 wks., 12 wks., quarterly, annually, 87.5% 86.7%
yrs.) as well as annual requests fostfag glucose and lipids.

Results of data collected to assess for the appropriate use of psychotropic medications are reviewed annually by
the UMC, which is eohaired by the CSoC Unit Medical Director. Of the seven measures reported dowt di

show significant change wha&mmparing performance between 2018 and 2019.

Three elements were identified by the committee as representing opportunities for improvement. Quantitative
analysis showed a decrease of 8 percentage pointprimtitioner compliance with the inclusion of signed and

dated consent forms for medication. Compliance on the TRR item assessing documentation of member
education regarding medication reasoning, benefits, risks, and side effects fell from 87.8% in 80I84dn
HamMdpZ | RSOtAYS 2F 1todm LISNOSyldl3IS LRAyGaAD [Fadfex
verbal understanding of medication education declined by 9.2 percentage points from 2018 to 2019. Due to the
high clinical acuity of the melbers served, intervention is needed to increase compliance rates.

The UMC discussed barriers to provider compliance. One identified barrier was that, while informed consents
were completed, they did not include all relevant information and/or were notent: For example, some

lacked a detailed list of information that could be shared and/or did not include a start and end date. Some
records evidenced that the member was given informatiomwadications budid not specify that the

prescriber also provided theeason for the medication and its potential benefits, risks, and side effects. In
addition, some records did not include the necessary documentation indicating that the member verbalized
comprehensiorof the medication education.

The Quality Director identified a confounding variable related to the methodology for provider selection. In
2019, the QI department modified methodology from random selection to targeted providers who historically
had lowerperformanceg i.e., newly contracted providers. Further exploration on how this variable likely
contributed to the overall network decline in performance is outlined in the Treatment Record Review Section
of this evaluation. The UMC discussed effectiverasgnterventions implement during 2019 and will implement
additional actions in 2020 to improve activities supporting the appropriate use of psychotropic medications. The
full description of interventions and recommended actions is as follows:

Interventions
A TRR results letters were sent to each participating provider that outlined specific areas of opportunity for their agency
in writing.

A Providers participating in a TRR received the behavior health audit tool indicating how they scored on eachethonit
item

A Each provider participated in a verbal exit review in which Magellan staff provided focused feedback and education
pertaining to specific areas of opportunity.

A All providers that scored below the minimum threshold of 80% at either the item dioselevel were required to
submit a written performance improvement plan subject to approval by Magellan.

A Magellan conducted a provider training which included, but was not limited to, education outlining the parts of a
medication informed consent anthe requirement that providers document this in the record to meet established
standards.

CSoC Unit QIC Approval Date3/19/2020
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Magellan maintains a sample copy of a medication informed consent form on the Magellan of Louisiana website for
providers to freely access as a source. Progiderre reminded of this document during the provider training, as well
as in exit reviews upon completion of a TRR.

Recommended Actions for 2020
Continue to provide personalized feedback to all providers that participate in the treatment record neraewss.
Continue to provide aggregate results of TRRs to all network providers.
Continue use All Provider Calls to remind providers of treatment record requirements.
During pre and posteview cglls, contipuAe to remind providers of how to access thetmétion referenced on
al 3StflyQa ¢6So6aAusSo
Conduct a provider training that solely focuses on the parts of an AUD and how to correctly complete one, so that the
provider is legally permitted to disclose and receive PHI.
Provide a sample template of an Bldn the Magellan of Louisiana website for providers to freely access.

Improve data collection and integration of pharmacy data through enhanced data exchange between LDH and
Magellan to increase capacity to monitor clinical practice guidelines for méalicatanagement interventions and
expand oversight and management of members prescribed psychotropic medications.

Establish minimum standards for coordination of care between Wraparound Agencies and prescribers through the
high-risk SED/SPMI member intilze (as documented in the subsection above.)

Coordination of Care Provider Termination

If a provider terminates or is terminated from the Network, to minimize an interruption in care and offer a

smooth transition, Magellan acts in accordance of pnecedure on Provider Contract Termination or Changes.

If a youth is in active treatment with a terminating provider, the youth is offered a continuation of services with
that provider for at least ninety calendar days or until the youth is transferrethtither innetwork provider

without disruption to care. As soon as Magellan is notified of a provider termination, active assistance is
provided. Authorization and claims data are used to identify those affected by provider termination. The

guardian will l# contacted by letter and telephone no less than fifteen business days after the receipt of the
GSNXYAYFOGA2Y 62N a az22y |a LlaaroftsS AT al3asSttly Aa
termination date). The provider termination letterngailed to the family and includes information on how to

select a new provider. Wraparound Coordinators outreach via telephone for a total of three attempts. If

0SSt SLIK2yS O2y il OG0 A& YIRS gA0K (KS @2 daek(sélectthgizzr NRA |y
new provider. If the guardian chooses to select a new provider over the phone, they will be warm transferred to

a Care Manager for immediate authorization and the Wraparound Agency (WAA) will be notified. The guardian
may instead choos@t O2y adzt 0 ¢AGK GKS @2dziKQad / KAfR FyR CI YAf
by the guardian and authorizations will be issued when an updated Plan of Care is received. Wraparound
Agencies may request expedited transition authorizationspietmically or by email prior to the next Child and

Family Team meeting to ensure no gaps in care.

Outreach to Families when Providers Leave the Network

Month Number of Affected Number of Timely Rate of Timely

Members Notices Notice
November 2018 0 N/A N/A
December 2018 0 N/A N/A
January 2019 0 N/A N/A
February 2019 0 N/A N/A

CSoC Unit QIC Approval Dat@3/19/2020
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Month Number of Affected Number of Timely Rate of Timely

Members Notices Notice
March 2019 0 N/A N/A
April 2019 53 53 100%
May 2019 0 N/A N/A
June 2019 17 17 100%
July 2019 41 41 100%
August 2019 5 5 100%
September 2019 0 N/A N/A
October 2019 13 13 100%
November 2019 0 N/A N/A
December 2019 0 N/A N/A
Total 129 129 100%

Youth enrolled in CSoC do not have benefit limits. All services for youth enrolled are individualized and

I dzi K2 NAT SR 6FaSR 2y GKS @é&2dzikQa tftly 2F /I NS ONBIGS
who are transitioning from pediatric to att care in several ways including but not limited to; assisting with

warm transfer to their Healthy Louisiana Plan for linkage and continued coordination to adult services by a
dedicated staff person, Health Plan Liaison (in consultation with Mediadtbirand Clinical Director),
O2ylAydz2dza Y2YyAU2NAY3I YR NBGASGgAYy3d (GKS GNIYyaAAGAZY
and monitoring transition aged youth for Medicaid expansion. Detailed procedures are as follows:

Youth who are didtarging from CSoC because they are aging out, will receive a warm transfer back to their Healthy
Louisiana Plan for a transition to appropriate adult services. Their Healthy Louisiana Plan will be notified the reason for
RAAOKINBS | yR (i RCE addZTANSKviD Be shafed itk thelt Bedilthy Louisiana Plan. From November 1,
2018 to December 31, 2019 twentyo youth were transferred to their Healthy Louisiana Plan that were either age
twenty-one or approaching age twengne.

Beginning at ageffeen and continuing until the youth approachestwestyy S | y R | 3Sa 2dzi 2F / { 2/
individualized Plan of Care will include a transition to adulthood plan. This plan will include services identified through

the Child and Family Team process tbiaitransition to adulthood. The transition to adulthood plan is reviewed by a
licensed Care Manager using the Plan of Care Review Tool.

Youth approaching adulthood are monitored for Medicaid Expansion at both the time of referral and during CSoC
enrollment. The Medicaid Expansion Eligibility Workflow is followed.
- If youth is receiving Medicaid Expansion at time of referral,-d&80presunptive authorization is given. The
youth remains ineligible during the presumptive period, unless clinical eligibility at 1915c waiver on the initial
CANS is met. If a youth is clinically eligible, then Magellan completes an NOA authorization andsasiettieto
the guardian and WAA notifying that the youth is eligible for CSoC services for 180 days from the time of referral
(the youth will receive a reassessment CANS every 180 days to determine if eligibility will be maintained). If youth
is not clinially eligible for a 1915c waiver, then Magellan sends a letter to the youth/guardian and WAA notifying
that the youth is not eligible for CSoC services. Magellan naotifies the WAA that youth should be discharged and
gFNY GNIYYyaFSNI (2 gidsPanilishsoQd | SFHf dKe [ 2dzA
- During CSOC enrollment, Magellan monitors a monthly report for Medicaid Expansion. If the youth meets clinical
eligibility for a 1915c waiver, Magellan follows the Medicaid Expansion workflow and then notifies the WAA that
the youth have been certified ddedicaid Expansion and nothing more is needed. If they are 1915b3, then per
state guidance, Magellan notifies the WAA that youth would need to be discharged as they cannot be certified as
Medicaid Expansion and enrolled in the CSoC program as 1915b3 \vildeerouth would discharge, and a warm
transfer to their Healthy Louisiana Plan will follow to include a transition to adult services if applicable.
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Louisiana Medicaid retains the ultimate authority in determining eligibility. When a member loses Megligability,
after working with the state Medicaid agency and the Wraparound Agency to exhaust all avenues of retaining
eligibility, the member is disenrolled from the CSoC program. Magellan and the WAA work together to connect the
member with treatmen providers who provide low or no cost services such as Federally Qualified Health Centers,
Rural Health Centers, and Local Governing Entities in their area and assist with obtaining appointments when
necessary.

Barriers Identified
Medicaid eligibility rquirements for young people aged 19 and over are more restrictive than for minors.

The enhanced clinical eligibility requirements for Medicaid Expansion youth may lead to a youth being disenrolled from
the program before they have been able to complete ihiervention.

Interventions

Magellan closely monitors eligibility, especially as youth near adulthood to ensure the Wraparound Agencies and
families are adequately prepared for transitions that may be required.

Magellan reviews transition to adulthoodasis within Plans of Care for each youth aged 15 and over to ensure they are
prepared for adulthood.

Recommendations for 2020
Improve individualization of transition to adulthood plans within Plans of Care.

Continue to carefully monitor eligibility and eage Wraparound Agencies in gpéanning for the possibility of youth
transitioning out of the program sooner than expected.

Continuity and Coordination between Behavioral Healthcare and Medical Care

al3SttrryQa //h9 O2ff | 02 NkoinSnior and ilhgtove coaidindignlbétvieen LI Iy L
behavioral healthcare and medical care, including exchange of information between medical and behavioral
providers; appropriate diagnosis, treatment and referral of behavioral health disorders commonly seen in

primary care; appropriate use of psychopharmacological medications; management of treatment access and
follow-up for members with coexisting medical and behavioral disordersadddessing the special needs of

members with severe and persistent mentaidélss.

Provider and Wraparound Agency Coordination with Primary Care Physicians

Magellan network provider requirements include coordination of care with member Primary Care Physicians
(PCPs), and treatment record reviews are conducted on a quarterly basis to monitor progress performance in
this area. Additionally, coordination of eaiincluding communication between behavioral health providers and
PCP providers, is a component of the behavioral health treatment record review process. Magellan also includes
questions related to coordination of care activities in its annual Providesf&ction and Patient Safety surveys.
Analysis of the Treatment Record Review (TRR), Provider Satisfaction, Wraparound Audits, and Patient Safety
Activities survey may be found in other sections of this evaluation.

CSoC Unit QIC Approval Dat@3/19/2020
Confidential Proprietaryand Trade Secret Information. Pagel05| 193



CSoC Unit
Quality Improvement; Clinical Management Program Evaluation
01/01/2019%12/31/2019

Key Treatment Record Review Finds07/01/2019 ¢ 12/31/2019

5B- Evidence of provider request of consumer for authorizatit 44.83%
for PCP/Pediatrician communication or refusal documented

KeyWraparound Audit Findings

# of Total # of # of Total # of
Element Compliant Elements Percent Compliant Elements Percent
Elements Reviewed Elements Reviewed
1C- Ewdenc_e of provider request qf consume 385 394 97.79% 379 388 97 68%
for authorization for PCBommunication.
2C- PCP communication gfter initial 393 393 100.00% 364 388 93.81%
assessment/evaluation.
3C- Ewden.c-e of PCI-:> co.mmunlcatlon at othe 61 75 81.33% 104 105 99.05%
significant points in treatment.
4C- Treatment Record reflects continuity anc
coordination of care between primary
behavioral health clinician and psychiatrist, 367 390 94.10% 3625 388 93.43%

treatment programs/institutions, other
behavioral health providers and ancillary
providers.

Wraparound Agencies met the standards for coordination with PCPs and other providers in 2019, with
significant improvement in communicating with PCPs at significant points in treatment and a small decrease in
communicating with PCPs after the initial assaent and evaluation when compared with 2018. Network
provider performance in requesting authorization for PCP communication did not meet the 80% minimum
performance threshold by scoring 44.83%.

Barriers Identified

A While most providers were aware tife need to collect informed consents and the importance of obtaining
Authorizations to Use or Disclose (AUD) protected HIPPA information, Magellan found that some providers did not
routinely obtain these releases at intake. Instead, their process wesllect one as/if needed, i.e., either at the
YSYOSNDR& NBljdzSaid 2NJFa GNBFGYSYyld @8AStRSR GKS LINPJDARSNI

A Other providers did have a standardized process in place to collect AUDs but did not have a process in place to ensure
all the necessary coponents of the AUD were completed entirely. In these cases, records contained an AUD that was
either signed and not dated or did not have an identified entity to obtain/release information to/from on behalf of the
member. Records that contained incom@ekUDs caused elements in this section to be scored unmet.

A Some providers were unclear about the HIPPA regulations and, though they may have attempted to collect an AUD, it
gFa y20SR GKS LINPOGARSNRA T2N¥Y g & dytddt diding méeBs@le/tmed (G KS |
guidelines to receive and disclose authorized Protected Health Information (PHI).

Interventions
A Each provider and WAA receive a detailed results letter outlining the results of their review and scores &@atach

A Ifthe provider or WAA scores below the minimum threshold, they are required to submit a written corrective action
plan to be approved by Magellan and feedback is provided as needed.
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Each provider has a designated Network Management SpecialistaartidWAA has a Wraparound Coordinator who is
available to provide osite and telephonic technical assistance and training.

Recommendations for 2020
Update new provider orientation to emphasize the care coordination responsibilitipgogfders.
Foster connections among providers, Network Management Specialists, MCO Liaison and MCOs when barriers to care
coordination with PCPs, behavioral health providers, and medical providers are identified.

Magellan Coordination with Primary Care P$igians
al3Stftly KIFa LINRPOS&aasSa G2 AYLNRBGS O22NRAYIFGAZ2Y YR

At the time of initial referral, if the caller indicates that the youth does not have a PCP, after the call is cothplete,

referral form is sentbacktotheyduK Q& | St f G K& [2dzZAaAl yl tfly F2NJ 0KSANI |3
locating one.

At each POC review, a Magellan Care Manager uses the POC review tool to asses if a youth has a PCP and if health
needs are met. IfthereisnotaniderfR t /t 2y | @&2dziKQa tftly 2F /I NBZ | [
Magellan will work with the WAA and Healthy Louisiana plan to assist the family in choosing a PCP.

Magellan and WAA staff ask families directly at various times during enrgltmeomplete a release of information
for their PCP.

Barriers Identified
Magellan does not have a formal, contractual relationship with PCPs, leading to difficulties in communication.
Magellan depends on Wraparound Agencies to engage PCPs in tmaimucities.

Interventions
Magellan verbally requests permission from families to coordinate with PCPs.
Magellan coordinates directly with MCOs to ensure members have PCPs.

Recommendations for 2020

Magellan will include a release of informatispecifically for PCP coordination with the CSoC Freedom of Choice form
that is completed at enrollment in the program. Families will not be required to complete release of information form,

but it will be included in the initial discussion of CSoC andifvilompleted) be submitted to Magellan to be included
in the member record.
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Treatment Record Reviews

The treatment record review (TRR) process is a key quality activity to collect data on the quality of services
delivered by providers. It is a procassvhich documentation and record keeping processes are reviewed to
ensure compliance with quality standards and federal/state guidelifrestment record reviews are conducted
to:

Collect data for the evaluation of quality of care delivered to Magellamivers by providers;
Provide feedback to providers on documentation standards for ongoing education;
Monitor provider compliance with Magellan clinical practice guidelines (CPGSs);

Monitor provider compliance with Medicaid waiver assurance performance nreasu
Verify that treatment record keeping practices meet Magellan standards;

Investigate quality concerns and reported deficiencies of providers which may indicate that a provider does not meet
Magellan standards;

Investigate grievances related to the étial or administrative practices of providers, as determined on a-bgsmse
basis;

Meet specific requirements of customer organizations; and
Meet requirements of various accreditation standards that are applied to Magellan.

As cited aboveyiagellan monitors compliance with requirements and standards referenced in our provider
KFYyR02213 [2dAaAl Yyl Qa LINPOARSNI KIyRo221 adzJ)X SYSy i
Magellan structures its monitoring strategy to ensure thag tmique characteristics of each provider type are
ALISOATAOFIfE® I RRNBSaZaAaSR YR Y2YyAG2NBR & | LILINBLINRF (S
Standard TRRs and CPG Reviews
Family Support Organization (FSO) Reviews

Wraparound Agency (WAA) Review

All TRR results are reviewed by the Louisiana CSoC Utilization Management Committee (UMC) and the Regional
Network Credentialing Committee (RNCC) for the purpose of identifying opportunities for improvement in

individual provider and overall network tément record documentation and adherence to clinical practice

guidelines. Results of individual practitioner/provider treatment record reviews are also reviewed by the RNCC
and/or local Chief Medical Officer prior to making decisions about credentiadifoggedentialing, corrective or
RAAOALE AYFNE FFOUA2YS 2N GSNXYAYILGA2Y FTNRBY al 3StftlyQa

Standard Treatment Record Reviews

The Standard TRR audit tool addresses the following areas:
Quality of care consistent with professionally recognized standards of practice;
Adherence to clinical practice guidelines, as applicable;
Member rights and confidentiality, including advance directives and informed consent;
Cultural competency;
Patientsafety;
Compliance with record keeping practices;

CSoC Unit QIC Approval Dat@3/19/2020
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A Compliance with adverse incident reporting requirements;
Appropriate use of restraints and seclusion, if applicable;

S

A Treatment planning components, including criteria to determine if the treatment plandies evidence of
implementation as reflected in progress notes and evidence that the member is either making progress toward
meeting goals/objectives or there is evidence the treatment has been revised/updated to meet the changing needs of
the member; and

A Continuity and coordination of care, including adequate discharge planning.
Sampling Methodology

Magellan started a new contract with LDH as the CSoC Contractor effective 11/01/2018. As part of the
implementation plan, Magellan evaluated TRR policiesmodedures against new contract requirements and
previous audit results conducted between 12/01/204%0/31/2018.

2016 3837.5 4042 94.94%
2017 24 2775 3045 91.15%
2018 33 3758 4279 87.84%0

Qualitative and quantitative analysis of the Medicaid/LDH licensing rules and previous audits conducted during
the prior contracted years, identified the following trends:

A Rendering providers that were contracted with Magellan for periods greater than two years showed consistent high
performance and quality documentation/record keeping practices.

A Providers contracted by Magellan to provide clinical services were also cwutnaith one or more of the MCOs to
serve Medicaid members. Providers who were contracted with Magellan only feclimcal, waiver support services
(i.e., Shorterm Respite and Independent Living Skills Building) showed higher rates of reportechgeieamd quality
of care concerns.

A Random selection sampling methodology provides

l'a | NBadzZ G 2F al3SttlryQa Fyltearazr GKSNB oSNBE yz2il
methodology. Procedural changes included:

A All newly contracted providensith Magellan would be audited within 6 months of contract start date regardless of
number of members served.

A Providers who exclusively provide nolinical, waiver support services (i.e., SHernm Respite and Independent Living
Skills Building) wouldebselected for review annually.

Magellan established a sample target of 385 records for annual review to ensure a confidence level of 95%, with
a confidence interval of plus or minus 5%. This total number was to include Standard TRRs and FSO reviews. To
better shape documentation practs of newly contracted and nenlinical providers, Magellan targeted sample
selection to these providers where possible.

Scoring and Intervention Guidelas

The clinical reviewer determines the level of follow up required based on the final scorghssiggide listed in
the table below. The clinical reviewer can require provider corrective action plans for any item and/or section as
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clinically determined. Magellan sets a minimum performance threshold of 80% compliance rate. Remedial
actions are outhed in the following table.

TRR Remedial Actions
- Score  Remedial Acon
Minimal Documentation IssuesNo formal followup activity required; provider is
80%- 100% requested to incorporate recommendations from the feedback report as a means to
improve documentation practices.
Moderate Documentation Issued?rovider is required to submit an informal
Performance Improvement Plan (PIP), including but not limited to, a plan to remedy
70%- 7% documentation deficiencies identifiedThe PIP is required to be submittedthin thirty
(30) days of the date of the resultstier. Review and approval of the R Magellan is
required.
Serious Documentation IssueBrovider is required to submit a formal PIP including b
not limited to, a plan to remedgocumentation deficiencies identifiedThe PIP is
required to be submittedwithin thirty (30) days of the date of the results lettdReview
and approval of the PIBy Magellan is requiredAdditionally, a followup review is
conducted withinin six (6) months tevaluate effectiveness of interventions and to
further intervene if improvements are not observed.

69%- below

Results and Analysis
Magellan audited a total of 217 records from 81 unique providers between 1/1/2A1931/2019. However,
RdzS (2 &adzadlydAlf OKFy3aSa Ay al3StflyQa o6SKI OA2NI ¢
provider performance scores from 7/1/20%912/31/2019 containing results from 74 records reviewed from 28
unique providers. Due to substantive changes made in the selection process there is no comparative sample to
2018 data.

TRR; Magellan Behavioral Health ToalSection Scores 7/1/201§ 12/31/2019

A- General 89.19%

B - Member Rights and Confidentiality 210 342 61.40%
C- Initial Evaluation 584 754 77.45%

D- Individualized Treatment Plan 178 216 82.41%
E- Ongoing Treatment 656 722 90.86%

F- Medication Management 82 115 71.30%
Total Score 2040 2519 80.98%

Despite Magellan changing the sampling methodology to one that was more focused, the overall combined
aggregate performance results yielded a score of 80.98%, exceeding the performance goal of 80% by .98
percentage points. The table above reveals thrgeo(8 of six (6) sections scored above compliance goals as
well, while the other 3 sections (Member Rights and Responsibilities, Initial Evaluation, and Medication
Management) fell below the performance threshold.

TRRs provide a direct mechanism taeate providers on documentation requirements and clinical practice
guidelines, especially for newly contracted providers. At the initiation of an audit, providers receive a refresher
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training of the review criteria and are educated on how to locate anyce documents. At the conclusion of
the audit, Magellan provides the membkavel detail and rationale for scoring to support barrier analysis and
intervention developmentProviders are also offered ongoing technical assistance if needed and showo how
access training/educational materials located on the Magellan of Louisiana website.

After completing a root cause analysis of provider4ompliance, including a review of treatment records,

interviews with providers and internal brainstorming sessi, as Magellan deduced it was determined newly
contracted providers with Magellan (i.e., within 6 months of the start of the quarter) who participated in their

first TRR, have the most opportunity for improvement. Seeing this, it was found though aemgrs may also

0S O2yiNI OGSR o6& 204KSNJa/hQaz Ylye GAYSa al3asSttly A
causing a new provider to lack guidance and shaping that comes from a lengthy stay in any provider network,

due to opportunities taattend multiple provider trainings, reviewing provider newsletters, and knowledge

received from an audit process. It was also concluded new providers were not as familiar with state/federal

Nbz Sa a ¢Sttt Fa al 3Stf I yQaausedihsyfiRierigcord kaéphg piaktiged. LINE C

Barriers ldentified

While most providers were aware of the need to collect informed consents and the importance of obtaining

Authorizations to Use or Disclose (AUD) protected HIPPA information, Magelfahtftat some providers did not

routinely obtain these releases at intake. Instead, their process was to collect one as/if needed, i.e., either at the
YSYOSNDa NBljdzSad 2N +Fa ONBIFGYSYyd @8AStRSR GKS LINRPGARSNI
Other providers did have a standazdd process in place to collect AUDs but did not have a process in place to ensure

all the necessary components of the AUD were completed entirely. In these cases, records contained an AUD that was
either signed and not dated or did not have an identifentity to obtain/release information to/from on behalf of the

member. Records that contained incomplete AUDs caused elements in this section to be scored unmet.

Some providers were unclear about the HIPPA regulations and, though they may have attéonpddiect an AUD, it

ga y20SR GKS LINPGARSNDRDA FT2NY¥Y o6& AyodlrfAR 0S0OlFdzasS GKS |
guidelines to receive and disclose authorized Protected Health Information (PHI).

Isolated providers reported fgoing their established processes of completing an initial evaluation of the member

upon intake when the member was receiving CSoC services. Instead these providers replaced their document with the

initial evaluation completed by the WAA (IBHA) and beliethis process was permitted for adherence to record
keeping practices.

Lastly, although most providers seemed to understand the importance of collecting a signed consent to treat members
with medication, isolated providers failed to document delivering information to the member surrounding the specifics

of the diagnosis and edication to include the medication benefits, risks, or rationale for med selection. Those

providers admitted to delivering this information verbally but failed to document this in writing along with
R20dzySyidAy3a (GKS YSYoSNDa. BBthimtiders wete lifa@aye thatThis deyllRrSadily Bel y RA y |
collected on a form in an attempt to effortlessly maintain compliance with these standards, rather than outlining the
aforementioned items on a written or typed progress note.

Interventions

TRR results letters were sent to each provider who participated in a treatment record review that outlined specific
areas of opportunity for their agency in writing.

Providers participating in a TRR received the behavior health audit tool indicating bgwdbred on each item
monitored

Each provider participated in an exit review where education was verbally delivered pertaining to their specific areas of
opportunity and the provider was delivered more focused feedback.
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All providers who scored belowéhminimum threshold of 80% at the item level or section score were required to
submit a written performance improvement plan which was subject to approval by Magellan.

Magellan conducted a provider training which included but was not limited to, edrcattlining the parts of a
medication informed consent and the necessity of providers documenting this in the record to meet documentation
standards.

Magellan maintains a sample copy of a medication informed consent form on the Magellan of Lowisirsite for
providers to freely use and/or access as a source. Providers were reminded about this document during the provider
training as well as in exit reviews upon completion of a TRR.

Provider training also included information on obtaining authations to use and disclose (AUD) HIPPA protected
information. Providers received guidance on the legal benefits of acquiring this document as well as the importance in
treatment to coordinate care.

Lastly the training, informed providers of record keeppractices, highlighting the parts of an initial assessment,

detailing the importance of providers completing their own assessment processefrathing from replacing their
FadSaavyYSyid R2O0dzySy GThetmidirg waskKeSorded ahdpastad?. 1G!IKS al ISttty 2F |
website for all providers to review and use as a reference for their future/ongategnaltraining needs.

Recommendations for 2020
Continue to provide personalized feedback to all providers who participate in the tegdtracord review process.
Continue to provide aggregate results of TRRs to all network providers.
Continue to remind providers on treatment record requirements via ALL Provider Calls as well as remind them of where
they can find the information referenée 2y al 3Stf | yQa 6S6aAiS RdAzZNAYy3I AYyAGALf
Continue to outreach to providers at the beginning of the treatment record review process to help answer questions
and provide information about the review.

When speaking tproviders at the beginning of the treatment record review process, emphasize the standards relating
to member rights and confidentiality and medication management.

Conduct a provider training that solely focuses on the parts of an AUD and how totlyoc@oplete one, so that the
provider is legally permitted to disclose and receive PHI.

Provide a sample template of an AUD on the Magellan of Louisiana website for providers to freely access.

[ 2tfF 02N 0SS 6AGK al 3St |y QdalitbiBpiogetdn] (QIRISHaltmedt ¥ Soyfiéd oficé a i K I

newly contracted provider has been identified.

Revise provider orientation to include an enhanced trainingjoality initiatives andlocumentation requirementsQI

representative will conduct traingstele/video conferencenew providers within 60 days of the date of contract with

Magellan.

Offer new provider to participate in an informal treatment record review of one (1) record within 60 calendar days of

contract start date allowing providers to receive an assessment of including but not limited to; their

policies/procedures for documentatn and record keeping practices, and feedback regarding their strengths as well as

opportunities for improvement. Magellan will offer technical assistance at this time, if needed

CC 01, Element A, Factors 1
CC 01Element B, Factod

CSoCoordination of Caréodule CC 01Element C, Factofl

In Q2 2019 Magellan began implementig additional auditing tool when completing provider reviews known

as the Coordinated System of Care (CSoC) Addendum. The module is scored in addition to the standard TRR tool
and assesses the level of care coordination activities and document shanieted by the WAAs. The intent

of the module is to collect ongoing data across the provider network and to increase the scope and scale of
monitoring activities between network providers including the FSO and regional WAAs.

CSoC Unit QIC Approval Dat@3/19/2020
Confidential Proprietaryand Trade Secret Information. Pagell12| 193



CSoC Unit
Quality Improvement; Clinical Management Program Evaluation
01/01/2019%:12/31/2019

Historically Magellan monited for the collection of the IBHA and POC in provider records and reported results
inclusive with standard TRR scores. Magellan found the collection of these items were in provider records under
80% of the time, identifying a need for improvement in thisa. When exploring barriers, Magellan found that

the responsibility for norcompliance was often directed to the other party (the WAA or the provider).

Magellan discovered thisreated group thinking (i.e., us vs. them mentality) betweenghavider types, which

is counterproductive to building and supporting a hospitable system.

Seeing how vital documentation sharing and coordination of care is to the CSoC member and the wraparound
process, Magellan separated the items from the standardaw tool and added monitoring for elements which
are exclusive only to CSoC membg€&he table beloweveals item details for the CSoC module including
behavioral health provider aggregate performance scores from 2019.

CSoC Module Network Provider Réts

1A- Record includes current eligibility Independent Behavioral He:
27.59%
Assessment (IBHA).
2A- Record includes most recent eligibility Plan of Care (POC) 68 167 40.72%
3A-Record includes most recent updated POC. 64 175 36.57%
4A- Record includes most recent CANS assessment. 28 99 28.28%

1B- Record shows documentation of notification of CFT meeting fr
Wraparound Agencies (WAA).
2B- Record shows documentation of participation in CFT meetin| 79 175 45.14%
3B- If question 2B is no, record shows progress update given
telephonically or electronically prior to CFT.
Total 340 1062 32.02%

53 176 30.11%

0 96 0%

The provider overall compliance score for the CSoC module was 32.02%, with 340 of 1062 elements meeting
compliance. Not shown in the table above is the FSO overall complianasf 6696, with 63 of 155

elements compliant. Initial observations of rétsuindicated waiver providers showed slightly higher compliance
with measures than formal behavioral health providers; however, it is evident there was low compliance for all
elements across the network.

Barriers

A Reports from providers during exit rewis generated most commonly reported reason for not having WAA documents
was because the WAA did not send them even when prompted to do so.

A As aresult of providers being new, they were unaware of all the core documents which are exclusive to the CSoC
membe and the particulars surrounding the coordination of care in the wraparound process.

A Those providers which were well oriented with the wraparound process identified some Wraparound Facilitators (WF)
were more consistent than others with sending wraparowede documents.

A Providers did not have a single point of entry for WF to send core documents to.
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Interventions

Magellan removed monitoring for CSoC document elements from the standard TRR tool and created a separate scoring
tool for assessing WAA codndtion activities

Results letters were sent to each provider who participated in a treatment record review which outlined documents
exclusive to the CSoC member and how they relate to the wraparound process.

Provider Strengths and areas of opportunigyating to the CSoC measures were detailed in the letter as well.

Providers participating in a TRR received the CSoC addendum audit tool indicating how they scored on each item
monitored in the CSoC tool.

Each provider participated in an exit review where education was verbally delivered surrounding the wraparound
process and technical assistance was offered at that time

The TRR training referenced in the Standard TRR section included education on wrdpan@idocuments and how
formal providers and the WAAs are to share responsibility in coordinating care for CSoC members.

Recommendations for 2020
Continue to monitor network coordination and document sharing through multiple regietivities.
Comgete new provider training highlighting the importance of obtaining CSoC core documents
Continue sending providers detailed results letters at the conclusion of a review explaining areas of opportunity

Continue delivering verbal education to providergidg exit reviews explaining the essence of CSoC core documents
and the wraparound process in addition to discussing deficiencies

Revise provider orientation to include an enhanced training on &geific documentation requirements. Ql
representative \ill conduct traininggele/video conferencenew providers within 60 days of the date of contract with
Magellan.

Wraparound Agency Monitoring Reviews

The CSoC waiver authority requires the Contractor to have systems in place to measure and improve its
performance in meeting the waiver requirements. The record review of WAAs is a data source for multiple CSoC
waiver performance measures such as Level of Care, Service Plans/Plan of Care, Home and CBasadnity
Setting, and Participant Health and Welfareadéllan also monitors other documentation requirements that
support contract requirements and quality initiatives through this process.

Review Criteria

The WAA record review tool addresses the following areas:

Member rights and confidentiality, inclutj advance directives and informed consent;
Coordination of care with PCP and behavioral health providers;

Home and Community Based Setting Rule;

Waiver assurances;

Compliance with the Louisiana CSoC Standard Operating Procedure manual,
Adherence to standals of best practices in wraparound,;

Compliance with record keeping practices;

Compliance with adverse incident reporting requirements;

Plan of Care components, including criteria to determine if the POC includes adherence to waiver assevateres
of implementation as reflected in progress notes, and evidence that the member is either making progress toward
meeting goals/objectives or that there are updates/revisions to meet the changing needs of the member.
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Sampling Methodology

Magellan seects a representative member sample from the full population census based on current enrollment.
Sampling is random and stratified based on regional enrollment data. Exclusions include members audited in the
previous quarter and members enrolled for l¢ékan 31 days. A minimum of 385 member records are reviewed

per year, which meets criteria for a 95% confidence level an8%/confidence interval. Record reviews are
conducted onsite for each contracted WAA at a minimum of once per waiver year quarter.

Scoring and Intervention Guidelines

When waiver assurance performance measure compliance rates are less than 100% for any measure or
documentation requirements are below 80% Magellan will require the WAA to submit a corrective action plan
(CAP), which inctles remedial action taken, timeline for when remediation is effectuated, and responsible
person/unit for addressing remedial activities. The CSoC Coordinator will then determine the level of follow up
required for documentation requirement elements basaul the item score using the guide listed below. CSoC
Coordinator can require WAA corrective action plans for any item and/or section as clinically determined. WAA
remedial actions are described in the following table.

WAA Remedial Actions

Minimal Documentation IssuesNo formal followup activity required; WAA is requeste
80%100% to incorporate recommendations from the feedback report as a means to improve
documentation practices.

Moderate/Serious Documentation Issue$VAA is required to submit a formal CAP
(corrective action plan), including but not limited to, a plan to remedy documentatior

79% and below deficiencies noted. All CAPs must be received within thirty (30) days of the date of
results letter. Review and approval of the CAP by Magellan is required. Magellan w
follow up on the CAP progress at the next scheduled quarterly review.

Results and Analysis I UM 04, Element E, Factar8 1I
Magellan exceeded the sample size goal by reviewing a total of 394 records in 2018 and 388 records in 2019

across the nine (9) regional WAAs statewide. | RR 01, Element B, Factors 1
RRO3, Element A, Factors1B
WAA Toolc Element Scores
- 201 2009
# of Total # of # of Total # of
Element Compliant = Elements Percent Compliant Elements Percent
Elements Reviewed Elements Reviewed

1A- Member Handbook, including rights
and responsibilities was disseminated to

member as evidenced by signed Freedo 394 394 100.0% 388 388 100.0%
of Choice Form.

2A-Psych advange directives or refusal 7 10 70.00% 17 20 85.00%
documented (applicable to adults only).

1B- D/C planning/linkage to alternative

treatment (level of care) leading to D/C 393 394 99.75% 368 388 94.85%

occurring.
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2018 2019
# of Total # of # of Total # of
Element Compliant = Elements = Percent Compliant Elements Percent
Elements = Reviewed Elements @ Reviewed

1C- Evidence of provider request of

consumer for authorization for PCP 385 394 97.72% 379 388 97.68%
communication.

2C- PCP communication after initial

assessment/evaluation.

3C- Evidence of PCP communication at

other significant points in treatment.

4C- Treatment Record reflects continuity

and coordination of care between primar

behavioral health clinician and

psychiatrist, treatment

programs/institutions, other behavioral

health providers and ancillary providers.

1D- Evidence of timely notification of

Behavioral Health Providers of CFT 312 385 81.04% 298.5 376 79.39%
meeting.

393 393 100.0% 364 388 93.81%

61 75 81.33% 104 105 99.05%

367 390 94.10% 362.5 388 93.43%

As the table indicates, most sections show the WAAs performance scores exceeded the minimum compliance
standard goal of 80% and met documentation requirements in both 2018 and 2019. The aggregate shows one
(1) item in 2018, Psych advance directives or refusal documented (applicable to adults only), and one (1) item in
2019, Evidence of timely notification of Behavioral Health Providers of CFT meeting, that fell below the standard
compliance rate. Previous intemions by Magellan, including providing Wraparound Agencies with specific
guidance on expectations on how to meet requirements for advance psychiatric directives, have been effective
in increasing performance for this measure by 15 percentage points féd@ @ 2019. However, Evidence of

timely notification of Behavioral Health Providers of CFT meeting, continues to be an area of focus for
improvement. The purpose of this measure is to ensure that CFT meetings include active participation by all
membersof the CFT team to ensure the POC is informed by the most accurate information. The measure states
that documentation must include electronic transmission natification of the date/time of the CFT meeting no
later than seven (7) days prior to the meetitigalso states that if the CFT member is present at the previous

CFT meeting, during which the next CFT meeting is scheduled and there are no changes to the date/time, then
the provider signature on the POC is sufficient evidence for this measure.

Barriers

5SaLIAGS LINBGA2dza | GdSYLIia G2 ARSyGATe NeR2G OFdzasSaxz
procedures and discussion of barriers with both WAAs and providers, the established interventions have not
yielded consistent statewide penfimance above the minimum threshold for element 1D. One of the

complications in conducting effective barrier analysis has been that compliance involves two independent
parties¢ the WAA who is required to transmit CFT notifications and/or electronicadisestore treatment

documents; and conversely, the provider who needs to provide progress updates, attend CFTs and retain
documents. When exploring solutions, Magellan has found that the responsibility fecarapliance is often

directed to the other party
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Interventions

After each audit, onsite debriefings were held with WAA leadership to review audit resudtsnmediatefeedback
was provided as well as education on areas where improvement was needed.

Following onsite reviews, the WAASs received a detailed results letter identifying any item that was scored non
compliant or did not meet the minimum performance threshold.

Corrective action plans were required for measures that scored below the 80% threshold on documentation
requirements or below the goal of 100% on any waiver compliance standard

Magellan assisted the WAAs with achieving the standard in 1D by implemgestéindardize protocols for how
Wraparound Agencies are to notify providers of a CFT meeting.

Magellan held call with WAA which included reviewing requirements within the Standard Operating Procedure

instructing WAAs how and when to share the core docntsevith formal providers: IBHA, CANS, POC, Crisis plan and

FOC.
Magellan distributed a written training alert to advise the WAAs of adhering to these required standards

Magellan Wraparound Coordinators held monthly visits with regional WAAs where verhialders were delivered
concerning adherence to performance measures

Implemented scoring the CSoC module when completing reviews of provider and FSO records.
Magellan presented WAA with coordination of care performance report

Recommendations for 2020

Continue completing audits for the WAA to report adherence to performance measures
Continue providing the WAAs with onsite debriefing to present educations for identified deficiencies in real time
Continue sending WAAs results letters detailing oppattes for improvement and performance measures

Continue monthly visits with WAAs from Wraparound Coordinators to promote compliance to documentation
standards and waiver requirements

Continue scoring the CSoC module and monitoring performance resulisaseffrom the standard TRR scores

Add elements to the WAAs auditing tool to support improved coordination of care between the WAAs and formal
Behavioral Health Providers; i.e.:

- Evidence of timely transmission of most recent POC to formal BH providers.

- Evidence of timely transmission of most recent IBHA to formal BH providers.

- Evidence of timely transmission of most recent CANS to formal BH providers.

Collaborate with LDH to explore systematic interventions to improve coordination of care activitiesdmehgtwork
providers, the FSO, and the WAAs.

Family Support Organization

Family Support Organization (FSO) Treatment Record Reviews are conducted remotely every quarter and

measure the presence of required elements and standards in behavioral healti Feéo ® t NRA 2 NJ

P
HAaMdp FdzZRAGE SFEOK StSYSyid Ay GKS ¢ww gl a NBSGASES

to measure FSGpecific quality and contract requirements. In doing so, regulatory elements were added,

clinical elemats were removed, and other sections were consolidated and reweighted. One example of this

O i

reorganization included separating the elements measuring the presence of the most recent Plan of Care, CANS
and IBHA and consolidating those into a CSoC Addendumit A & y 24 O2dzyi SR F3AFAyad

During the process of adjusting the tool, the FSC hefenison meetings and conducted telephonic discussions
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with the FSO. In these meetings, the FSC provided reeducation on elements carried oyeefrioms TRR

tools, and education on new TRR elements. A final copy of the TRR template was provided to the FSO.

Il A202NRAOFEfes GKS NBadzZ Ga 2F C{hQa NBO2NR NSQ)\S@Q [
FAYRAYy3Ia o0& al 3SttlryQa /tAYAOFt wS@OASsSND | 26 SASNE
sole responsibility of the FSig method of independent reporting allowed Magellan to track and trend any

issues or barriers specific to this level of care and readily identify opportunities for improvement.

Methodology

As mentioned in the standard TRR section above, Magellan es$tatlla sample target of 385 records for

annual review to ensure a confidence level of 95%, with a confidence interval of plus or minus 5%. This target
number accounts for reviews from Standard TRRs and the FSO. Q4 2019 FSO TRR selection process included
member records of files with Youth Support Trainer (YST) and or Parent Support Trainer (PST) claims spanning
45 days or more. Members with inpatient hospitalizations were included in the sample agthelESC

determines the level of follow up requiredabed on the final score using the same guide used

in Standard TRRs, CPG, and WAA Reviews. The FSC can require FSO corrective action plans

for any item and/or section as clinically determined. Magellan sets a minimum performance threshold

of 80% complianceate.

Results and Analysis

In 2019, Magellan reviewed 36 FSO records, resulting in an overall compliance score of @f.G184/56

elements that were scored, 685 met compliance standaktsgellan conducted one independent TRR of 15 FSO
memberrecoRa Ay HAMYyd® ¢KSNBEF2NB>X y2 O2YLI NXdA@BS &l YLX S
performance scores. The Table below provides annual average results of the reviews conducted during 2019.

FSO Toat Section Scores

A- General 94.83%

B- Member Rights and Confidentiality 79 108 73.15%
C- Coordination of Care 26 36 72.22%

D - Member Engagement 104 124 83.87%

E- Ongoing Treatment 154 155 99.35%

G- Discharge 13 15 86.67%

H- Record Management 144 144 100.00%

Total Score 685 756 90.61%

Five (5) of the seven (7) sections scored above the minimal threshold of 80% or better, while two others,
Member Rights and Confidentiality and Coordination of Care, fell befdter debriefing with the FSO, the lack
of missing documentation in these tveections did not appear to be an aberrant trend or indicative of improper
documentation practices as an organization.

Barriers Identified
A The FSO has an internal quality process used to verify the presence of all required TRR documentation. Tlase intern
dzk t AGE NBOASGAE FNB O2yRdOISR 08 (GKS C{hQa O2YLIEALlLYyOS
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are often broken down into smaller monthly audits. At the end of each quarter, a random sample e2Q%6f their
member records are alited. While FSO staff and supervisors are requested to obtain additional
documentation/correct deficiencies when discovered, these requests are only made for files that are selected in the
sample.

h@SNJI KFEFEF 2F (GKS NBO2 NR &R sibple w&endtRevidwgd piiidk t6 theCTRR. Tie FSQiwast 1 M
unaware that 6 of the 12 Releases for Communication with the WAA contained in the Coordination of Care section
were missing from their files.

Many of the documentation standards in the Member Rigintsl Confidentiality section could have been met if the
FSO submitted copies of their intake packets which contains the Member Rights and Responsibility form, primary
language spoken by the member and any translation needs, and Release for communiddtiother behavioral

health providers or documented refusal.

Interventions
A TRR results letter was sent to the FSO that outlined overall and specific section scores.
The FSO was not required to complete any formal/informal corrective action, but was provided feedback and
recommendations as to how to correct the deficienciethia future, as well as given a copy of the performance

measures so that their compliance department could refer to the template when conductingusits and for use in
future staff training.

Recommendations for 2020
Continue to monitor the FSO thrauUKk NB @FA Sga &aSLI NF S FNRY (KS &dlFyRINR ¢w
interventions.
Outreach to the FSO at the beginning of the treatment record review process to help answer questions and provide
information about the review.

Consider requiring the FS®increase monitoring of their documentation on the front end of their intake processes, or
within 45-60 days.

Continue to provide personalized feedback and recommendations to the FSO regarding quality standards
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Clinical Practice Guidelines

QI10, Element B

Magellama Y SRA OF f | y Rlev®idpi ahd addpsorpbr&dciiRiSaNdiaktitelguidelines to assist

providers in seening, assessing and treating common disorders. Prior to adopting each guideline-a multi
disciplinary panel including boarecertified psychiatrists and clinical staféxamined relevant scientific

literature and sought input from network providers as had consumers and community agenciesaddition

G2 GKS&aS O2NL1LRNI OGS /tD{z adoambettifietcHildand adplesdent psgcRidtrist t 5 A
identified that a significant number of CSoC members have been diagnosed with ConductrZiadrde

exhibit traumadriven symptom patterns. In order to ensure effective treatment for those memlmens,

Medical Directorexaminedrelevant literature describing effective treatment of Conduct Disorder and in

providing Trauma Informed CarBased orthe literature review and known best practices, the Medical Director
developedCPGdor providers in addressing those symptom patterfifie guidelines were reviewed and by the
Louisiana Department of Health and the Utilization Management Committee ingR18 andadopted for use

AY [2dZAaAitbyl [/ {2/ ® ¢KS 3IdZARStAySa 6SNBE RA&ZASYAYIl (SR
publicfacing websites.

Magellan reviews each guidelinecludingConduct Disorder an@raumalnformed Careat least every two
years for continued applicability and to update guidelines as necessary. Magellan monitors provider adherence
to CPGsor diagnoses and/or treatment modaliti¢hat are relevant to our CSoC membership.

Attention Deficit Hyperactivity Disorder (ADHD)
Suicide Risk Assessment and Management
Conduct Disorder

Traumalnformed Care

Obijectives for reviews include:

To assess performance against important aspects of the CPG

To measure the current diagnostic and treatmt practices of network providers with respect to the evidehesed
diagnostic and recommended intervention criteria

To identify areas of strengths and weaknesses in provider compliance with CPGs

To identify appropriate training interventions needediterease compliance with CPGs

Sampling Methodology

The sample for the review includes all records obtained for the treatment record review (as described in the TRR
aSO00A2y0d ¢KS /tD NBGASS Aad RSLISYRSYy(d 2ehtrécétBasMSY o SN
the case of ADHD and Conduct Disorder. The Suicide Risk (SR) Assessment and Management CPG selection is
dependent upon several factors. The SR CPG is triggered when the treatment record indicates a diagnosis of
Major Depressive DisordeOD) and/or a rating of 1, 2, or 3 on the Suicide Risk Item on the most recent CANS
assessment. The Traurr#ormed Care (TIC) CPG review selection is determined by a rating of 2 or 3 for the
Adjustment to Trauma item in the most recent CANS assessment.

Scoring and Intervention Guidelines
The clinical reviewer determines the level of follow up required based on the final score using the guide listed in
the table below. The Clinical reviewer can require the provider to submit a corrective action péaryfitem
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and/or section as clinically determined. Magellan sets a minimum performance threshold of 80% compliance
rate. Remedial Actions are outlined in the table below.

CPG Remedial Actions

80%- 100% Minimal Documentation IssuesNo formal followup activity required; provider is requested tc
incorporate recommendations from the feedback report as a means to improve documentz
practices.

70%- 79% Moderate Documentation Issuedrovider is required to submit an informal Performance

Improvement Plan (PIP), including but not limited to, a plan to remedy documentation
deficiencies identified. The PIP is required to be submitted within thirty (30) days of the de
the results I¢ter. Review and approval of the PIP by Magellan is required.

69%- below Serious Documentation IssueBrovider is required to submit a formal PIP including but not
limited to, a plan to remedy documentation deficiencies identified. The PIP is rddoitme
submitted within thirty (30) days of the date of the results letter. Review and approval of th
PIP by Magellan is required. Additionally, a follgavreview is conducted within in six (6)
months to evaluate effectiveness of interventions andudtier intervene if improvements are
not observed.

Conduct Disorder and Traurtaformed Care modules have no comparative samples as 2019 was the first year
Magellan monitored for these CPGs. However, the data gathered has proven to be valuable when analyzing
network performance measures.

Attention Deficit Hyperactivity Disorder (ADHD

In previous years, Magellan reviewed records for ADHD CPG and reported results through the standard
treatment record review overall compliance scores. Because ADHD ranks high amongst youth served by the
coordinated systm of care, in 2019 Magellan improved the monitoring activity for ADHD CPG and implemented
a separate scoring module apart from the standard treatment record review scoring tool. This module allowed
Magellan to capture an enhanced picture of service dejive members with an ADHD diagnosis. This

expansion included an increase in monitoring for items that assess for diagnostic criteria and provision of
therapeutic services. Due to the scores formerly being inclusive with standard treatment scores,umalzdes

to produce a qualified sample of 2018 performance scores with the addition of 2019 performance measures.

Results and Analysis

Monitoring results for 2019 included 71 treatment records that met the diagnosis of ADHD and were reviewed
for adherenceagainst the ADHD guidelines. The Diagnostic Assessment section had an overall score of 69.74%
and the Therapeutic Intervention section had an overall score of 90.44%. The combined score of both sections
scored was 80.44%, exceeding the minimum thresb6®80% by .44 percentage points.

ADHD CPG ToglSection Scores

A - Diagnostic Assessment 69.74%
B- Therapeutic Interventions 90.44%
Total Score 1139 1416 80.44%
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ADHD CPG ToglSection A: Key Element Scores

1A- Screened for presence and duration of symptoms meeting 5SM

criteria for ADHD and persisting for at least six months, including 42 71 59.15%
predominantly inattentive presentation, predominantly

hyperactive/impulsive presentation, or combined presentation

2A- Screened for presence of several inattentive or hyperadtivaulsive 52 71 73.24%
symptoms present prior to age 12 years
3A- Screened for presence of several inattentive or hyperadtivaulsive 57 71 80.28%

symptoms present in two or morgettings (home, work, school)

4A- Confirmed symptoms across settings received from multiple

informants, e.g., parents, guardians, teachers, clinicians involved in cai 25 71 35.21%
individual (including results of symptefaocused rating scaldsom self,

parents, teachers, clinicians)

5A- Noted clear evidence that the symptoms result in clinically significa 62 71 87.32%
impairment in social, academic or occupational functioning

6A- Noted clear evidence that symptomsafler adolescents and adults

(age 17 and older) reflect inattention causing problems with executive 1 3 33.33%
functions
7A- Assessed whether fewer than full criteria have been met for the pa 0 5 0%

six months when full criteria were previously met (parteission)

8A- Assessed whether few or many symptoms are in excess of those
required to make diagnosis of ADHD (based on Bbpecifying level of 42 68 61.76%
severity (mild, moderate or severe) with the use of screening tools

9A- Assessed whether symptoms are not better explained by another

mental disorder (e.g., substance use disorder, personality disorder, mo 58 71 81.69%
disorder, anxiety disorder, dissociative disorder)

10A- Assessed whether symptoms are not soleipanifestation of

oppositional behavior, defiance, hostility, or failure to understand tasks 59 71 83.1%
instructions

11A- Coordinated care with medical provider and medical evaluation

during diagnostic process ruled out medical causes/ofptoms of ADHD

and assessed cardiovascular functioning (if treatment with stimulants 25 50 50%
considered)
12A- Assessed for suicidal thoughts or behaviors with potential for injur
to self or others, especially if atomoxetine (Strattera®) treatment is 46 47 97.87%
considered
13A- If suicidal thoughts or behaviors were present, appropriate actions

. 1 2 50%
were taken to intervene
14A- If provider is not a physician, reviewed findings from consultation 7 12 58.33%

with psychiatrist or primary carghysician

Thereisa total of 34 elements in the ADHD CPG tool, of which 14 apply to Diagnostic Assessment and 20 apply
to Therapeutic Intervention. The performance here seemingly does not demonstrate a true picture of network
practice acros providers, but rather an issue with isolated providers in the network. Nonetheless, any provider
not adhering to the standards of 13A was asked to complete a performance improvement plan due to the
potential safety concerns that could arise out of theyider neglecting to adhere to this measure. Of the other
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eleven elements that were scored, five (5) of them met the minimum threshold of 80%, leaving six (6) of the
elements in the diagnostic section falling short of compliance standards.

ADHD CPGool¢ Section B: Key Element Scores

1B- Conducted education about ADHD and its treatment including
behavioral intervention, pharmacological intervention, family therapy
delivered to parents, guardian, and if applicable, to the patient

80.28%

2B - Discussed diagnostic findings, treatment options and goals and 63 71 88.73%
treatment plan with parents, guardians, and if applicable, with patier

3B- Provided evidence that provider actively involved parent, 62 71 87.32%
guardian, teacher(s), and patient in treatment planning

4B - Comorbid medical and psychiatric conditions discussed with 38 41 92.68%
parents, guardians, and if applicable patient

5B- Provider assessed if psychotherapy is indicated 53 55 96.36%

6B - Provider prescribed a stimulant or other agent deemed appropri 47 47 100%
or explained why medication was not prescribed.

7B- If provider is a prescribetreatment plan explains the rationale

of the selection of pharmacological intervention including risks,
benefits, and side effects

8B - Education delivered to parents, guardian, and if applicable,
patient, about pharmacologicéleatment, including risks, benefits, sid
effects of medicine

9B - Parents and guardians were educated about follow up within
30 days of initial prescription and two more times within 270 days
(HEDIS®

10B - Evidence obngoing/continued assessment of patient response
medication, side effects, adverse effects, and any laboratory monito
that is necessary

11B- Rationale for any changes in medication, if any changes or 33 35 94.29%
augmentation

12B- If antidepressants prescribed, provider delivered education abc
a possible increased risk of suicidal behavior, including early warnin
signs

13B- If patient is elementanaged (611 years), provider prescribed
FDAapproved medication andfoparentand/or teacheradministered
behavior therapy or explained why this was not prescribed

14B- If patient is adolescent (128 years), provider prescribed FDA
approved medication for ADHD with assent of the adolescent or
explained why this was not prescribed

15B- If behavior therapy is prescribed, ongoing assessment of
treatment progress using clinical observation, interviews, and/or ratil 45 47 95.74%
scales from parent, guardian, teacher, and if applicable, self

16B- If behavior therapy is prescribed, training provided to parents ir

ALISOAFAO (SOKyAldzSa G2 AYLINRGS 39 43 90.7%

O0SKI@A2NJ 6 KAt S AYLINR@GAY3I GKS O

38 44 86.36%

37 47 78.72%

46 46 100%

41 44 93.18%

12 16 75%

23 23 100%

24 24 100%
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Of the twenty elements in Section B, four (4) of them are not presented in the table above, as they applied to
five (5) or less records reviewed and are not statistically valid. The elements omitted pertain to coordination of
care, medication informed c@ent, and substance use intervention. There wbtefthe other 16 elements
monitored that met the 80% compliance rate or higher, and only two (2) elements fell just below (9B and 14B).
Though the network showed overall strong compliance in applyinggrastices in Therapeutic Interventions

for ADHD CPG, if a provider did not meet the standards for items 9B and 14B, as cited above, the provider was
asked to submit a plan to correct this action.

Barriers Identified

Most members participating in theoordinated system of care are youth that have a previous diagnosis of some
1AYR LINA2NJ 2 6SAy3d SyNRffSRO® PLILINRPEAYLF OGSt @ op: 27
report along-standinghistory of receiving treatment for such prior toagiving CSoC services. A barrier analysis

of performance findings showed that when providers treated members with a&epigting diagnosis of ADHD,

GKSe 2F0Sy FILAEfSR G2 O02YLX SGS NRdziAyS &aONBSyiAy3Ia yS
document the presence of all elements needed to meet the ElSdviteria. About half of providers monitored

GAGK LINSAONAROAY3I LINARGAf STSas NBLRNISR y2i O22NRAYI G
diagnostic process because thougkit @ KI @S 6SSy GKS YSYoSNRa FANRG YSS
YSYOSNRa FANRG FAdaSYLWG 4G GNBFGYSYd F2NJ ! 5150 t NB ¢
GKAOK aK2ga LINR2F 2F (GKS YSYoSNRa&dtdtreal AORDILikediRe, WheR A O |
providers were familiar with screening tools which are widely used when assessing/confirming the diagnosis of
ADHD, providers frequently reported not using them due to the member having already completed an

assessment preess with the regional Wraparound Agency (WAA) shortly before being referred to the provider

for treatment. Because the WAA referred the member to the provider and included the assessment with the
referral packet, some believed this was sufficient to nedhe need to complete their own assessment

LIN2E OS&aasSao Ly &a2YS AyadlyoSaz LINPJARSNE NBLIX FOSR i
AyaiuSlRo hidKSNJ oF NNASNE ARSYUAFTASR Ay Of dzRs8dRo LINE A R
promote adherence to ADHD guidelines and were unaware of documentation standards required for best
practices. The common theme in all of the barriers is tlaaiditional education regarding ADHD clinical practice
guidelines and documentation standbrare needed in 2020.

Suicide Risk Assessment and Management

In 2019, 36 treatment records were reviewed for adherence to the suicide risk assessment and management
clinical practice guidelines. The overall score of combined elements was 87.84%jrxtieedjoal of 80% by

7.84 percentage points. Although review results yielded a score of 95.76% in 2018, only seven (7) treatment
records were reviewed for compliance and cannot be considered representative of the overall population. Due
to the small senple size in 2018, a comparison of the results between the years is not meaningful.

{dzA OARS whaal 'aasaavysSyd FyR alyl38vySyd /tD

2018 2019
# of Total # of # of Total # of
Section Compliant Elements Percent Compliant Elements Percent
Elements Reviewed Elements Reviewed
A- Suicide Risk Assessment 33 33 100.00% 133 146 91.10%
B- Suicide Management 235 26 90.38% 62 76 81.58%
Total Score 56.5 59 95.76% 195 222 87.84%
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Suicide Risk Assessment and Management CPG el Element Scores

2018 2019
# of Total # of # of Total # of
Element Compliant  Elements Percent Compliant Elements Percent
Elements  Reviewed Elements  Reviewed
1A- Current suicidal ideation and plans 7 7 100% 33 36 91.67%
2A- History of suicidal ideation and 7 7 100% 33 36 91.67%

attempts.

3A- Presence of highisk factors, such

as significant behavior changes in teen

advancedage/debilitating illness/male

senior citizens, insomnia, substance 6 6 100% 33 36 91.67%
use/abuse, anxiety, recent inpatient

discharge, history of violence or bullyin:

(victim or perpetrator)

4A- Plan for frequent evaluation for

suicidalthinking or behavior in patients

prescribed antdepressant and/or 6 6 100% 17 17 100%
anticonvulsant medications (assess if

reviewing for MDD CPG)

5A- Assessment of lethal intent.

Documentation shows interventions to

0, 0
address this with patient andesponse ! ! 100% 17 21 80.95%
to measures.
1B- Assessment for access to any 5 5 100% 1 5 50%
weapons or lethal means, if suicidal.
2B- Developed plan to diminish access 3 3 100% N/A N/A N/A

to weapons/lethal means, if suicidal.

3B- Developed PLAN FOR MAINTAINI

SOBRIETY and discussed the role of 2 2 100% 1 2 50%
substance use in increasing suicide risl
4B- Attempted to involve family and
other support system members in
suicide management plans or
documented why noappropriate.

5B- Documented actual family/support
system involvement in suicide 5 6 83.33% 29 35 82.86%
management plan.

6B- Hallucination intervention

(Intervention to alleviate command 25 3 83.33% 2 2 100%
hallucinations, if present)

6 7 85.71% 29 35 82.86%

Results and Analysis

In 2019, there were two elements that scored below the item goal of 80% which were: Assessment for access to
any weapons or lethal means, if suicidal and Developed plan for maintaining sobriety and discussed the role of
substance use in increasing suicidg. Of the 36 records that met criteria for review of this CPG, only two (2)
records met the criteria for scoring the previously mentioned elements. One (1) record met the applicable
standards and the other did not. However, these findings do notigeostatistically meaningful data to support
trends throughout the network. Though Magellan met the overall compliance goal for the Suicide Risk CPG, due
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meet just above the minimum performance goal, as an area of opportunity for improvement.

Barriers ldentified

Review findings showed that if a youth expressed suicidal ideations, some practitioners failed to document
having fullyexplored their intent, means, and plans of carrying out-balfim. Some providers were also not

gl NB 2F (GKS QltdzS 2F KF@Ay3a GKS Tl YAfe&QaMagglanzst S
in the process of implementing a comprehensiveqgass improvement plan to improve management of high

risk members. Please see the Utilization Management section of this report for more information.

Conduct Disorder

|l AGG2NAOFEtes GKS &2dziK aSNBSR
treatment for Conduct Disorder as compared to other disorders. However, due to the clinical importance of
monitoring for quality and the process of care, Magellan makes every effort to score records against Conduct

Disorder cliical practice guideline measures where applicable.

/| 2y RdzO{
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A- Diagnostic Assessment
B- Treatment
Total Score 57

61

Conduct Disorder CPG TapKey Element Scores

94.29%
92.31%
93.44%

1A- Evaluation included membg@r prenatal and birth history, focusing o
substance abuse by mother, matermadections, and medications.

2A- Evaluation included developmental history of member, with a foct
on disorders of attachment (e.g., parental depression and substance
abuse}, temperament, aggression, oppositionality, attention and impu
control.

3A- Evaluation included physical and sexual abuse history (as victim
perpetrator).

4A- Evaluation includes history of symptom development, including
impact on family and peer relationships and academic problems (with
attention to 1Q, language, attention, and learning disabilities).

5A- Assessed for presence and duration of symptoms meeting-BSM
criteria for CD and the subtype of the disorder (childhood onset versu
adolescent onset; overt versus covert vessauthority; undeirestrained
versus overestrained; socialized versus under socialized).

6A- Assessed whether symptoms are not better explained by a medic
condition, including a referral a physical evaluation as needed.

7A- Assessed whether symptoms are not better explained by another
mental disorder (e.g., substance use disorder, personality disorder, m
disorder, anxiety disorder, dissociative disorder)
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1B- Treatment team i€ohesiveand plan includes treatent modalities

that include interventions in the family, school, and peer group systen 4 4 100%
2B- Treatment includes comorbid disorders where applicable (e.g.,

ADHD, specific developmental disabilities, intermittent explosive 5 5 100%
disorder,affective or bipolar disorder, anxiety disorder, and substance

use disorder).

3B- Treatment includes family interventions such as parent guidance, 4 4 100%

training, and family therapy.
4B- Individual and group psychotherapy wisidolescent are considered. 3 4 75%
5B- Peer intervention is considered to discourage deviant peer

o : . 3 3 100%
association and promote a socially appropriate peer network.
6B- Treatment involves juvenile justice system involvement where
i ) L A . | 1 2 50%
appropriate (i.e., court supervision, Families in Need of Services, etc.
7B- Psychopharmacological treatment is used as an adjunct therapet 4 4 100%

intervention and not in isolation.

Results and Analysis

l'a YSYGA2ySR LINBQGA2dzate&s wnmdep oFa alISttFryQa FTANRIDG
collecting data to examine adherence across the provider network. Results showed five (5) records were
reviewed for compliance with a diagnostic asseest section score of 94.29%, Treatment section score of

92.31%, and an overall combined score of 93.44%. The overall score is 13.44 percentage points above the
established goal of 80%. Although the small sample size does not produce significantatdtss; Magellan

plans to continue monitoring for provider adherence to this CPG and conduct comparative analysis in the future.

Traumalnformed Care

In 2019, Magellan also adopted clinical practice guidelines for Trdofomned Careand began collecting
baseline date to assess providetherence to Trauménformed Care guidelines.

Results and Analysis

There were 17 records that met the criteria for this review type, scoring 91.40% overall; 11.4 percentage points
higher than the stablished goal of 80%. Though the scores combined met the goal, the diagnostic assessment
section score fell below the 80% threshold by 1.62 percentage points.

Traumalnformed Care CPG ToglSection Scores

A- Diagnostic Assessment 78.38%
B- Treatment 56 56 100%
Total Score 85 93 91.40%
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Traumalnformed Care CPG TogKeyElement Scores

1A- Assessment includes screening questions about traumatic experiences

0,

PTSD symptoms 64.71%
2A- If.youth is younger than 7 years old, screening questions are directed t N/A N/A N/A
caregivers.
3A- If screening indicates significant PTSMnhptoms, a referral to a qualified

L L 6 6 100%
clinician to conduct a formal evaluation is made.
4A- Formal evaluation valuation considers differential diagnoses of other 12 14 85.71%
psychiatric disorders or physical/medical conditions that mimic PTSD. '
1B- Treatment planning incorporates appropriate interventions for comorbi 13 13 100%

psychiatric disorders.

2B- Traumafocused psychotherapy, including cognitivehavioral therapy,

psychodynamic psychotherapy, and/or family therapy, @asidered as the

first line of treatment. If services are not available, treatment team consults 13 13 100%
with Magellan to identify resources in the member's community to address
trauma and PTSD symptoms.

3B- If therapeutically appropriate and serviceaccessible, traumfncused
psychotherapy directly addresses youth's traumatic experiences.

4B- If therapeutically appropriate, guardians are available, and service is
accessible, traumfocused therapy involves the caregivers in treatment 8 8 100%
interventions.

5B- If therapeutically appropriate and service is accessible, tratonased

psychotherapy focuses not only on symptom improvement but also on 8 8 100%
enhancing functioning, resiliency, and/or developmerttajectory.

6B- If pharmacological interventicare utilized for treatment of PTSD
symptoms, it is not used in isolation but rather in multimodal approach.
7B- School accommodations are made if youth is experiensigugificant
functional impairment related to trauma reminders.

8 8 100%

5 5 100%

1 1 100%

All elements monitored in this CPG scored above the 80% compliance rate, with the exception of one item:
Assessment includes screening questions about traumatic experiences arsyRp&iins Thisitem scored at
64.71%, missing the goal by 15.29 percentage points. The provider records that missed the standard for this
item often contained a completed assessment that included questions concerning trauma but lacked a specific
screeningor PTSD when the member indicated having either a history of or current experience with trauma.

2 KSNB FLIINRPLINAREFGSE 020K AGSYa ¢2dd R 6S ySSRSR (2 YS

Barriers ldentified
A t NPGARSNE NBOASHSR 6SNB dzyh ¢+ NB 2F (GKAa /tDQ&a adl yRINR
to screen for PTSD once trauma is identified.

Summary of Findings

To address CPG barriers and findings, Magellan:

A Providedallprok RSNE NBOASHSR 6AGK | NBadA Ga £ SGGSNI AYRAOI GAy 3
outlining any identified areas of opportunity for improvement.

A Shared aggregate results of the CPG findings with providers.
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Distributed a copy of th€PG standards to providers reviewed.

Telephonically outreached to providers reviewed pre and post findings and conducted video zoom meetings with each
provider to discuss results and give feedback/education regarding performance measures.

Required provides to complete performance improvement plans when scoring did not meet minimum standards.

Reminded providers reviewed of sources on the Magellan of Louisiana website and showed providers how to access
information from the Magellan Quality and Improvemdab. Reminders were also given to visit the site frequently in
order to stay up to date on any new resources posted for quality initiatives.

As of January 2020, Magellan posted updated CPG standards to the Magellan of Louisiana website.

Recommendations for 2020
Continue monitoring CPG standards.

Continue providing results letters to providers in order to deliver provider specific feedback.

Continue conducting exit reviews with providers in the form of zoom calls to allow providers tigrty discuss any
guestions they may have surrounding deficiencies and/or performance measures in real time.

Continue sending aggregate results to providers to highlight areas needing improvement.

Continue requiring performance improvement plans for angvider that falls below compliance standards.

Continue outrgaching providers at:che begiqnipg of the record review process and directing them to source documents
2y al3StftllyQada ¢gS0aAusSo

Explore conducting a provider training via webinar to present anw&erof the CPG standards

Consider recording the CPG training to post to Magellan of Louisiana website for future provider reference.
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